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Some Therapeutic Considerations of 


Uncomplicated Diabetes 


By VINCENT J. DERBES, M.D. and H, T. ENGLEHARDT, M.D., 
New Orleans, Louisiana 


I1\BETIC patients may be classified 
therapeutically into three groups. 


The ‘irst consists of obese patients over 


fifty years of age, whose diabetes may 
be regulated easily and quickly by diet 
alone. The second category is composed 
of essentially the same type of patients, 
§ but the diabetes in this group can be con- 

trolled only by an extremely strict diet. 
‘The third comprises those patients to 
fvhom administration of insulin is obli- 
@ gatory. 


One Insulin Is Used 


The goal of treatment is to maintain 
the patient in a state of good health and 
approximately sugar free. For a number 

of years we have used protamine zinc 
‘insulin to regulate all diabetic patients 
in the Charity Hospital Clinic and prefer 
it to the practice of using unmodified 
Ainsulin first and then changing to prota- 
mine zine insulin. Although it is certainly 
possible to regulate diabetic patients 
‘@ quicker on unmodified insulin, the change 


» gic protamine zinc insulin, followed by a 


second period of regulation, involves more 
time than initial stabilization on pro- 
lamine zine insulin alone. 
Diet 

The newly diagnosed diabetic patient 
is placed on a definite diet, determined 
by his height, weight, age and occupa- 
tion. For the average sedentary person, 
2 to 25 calories for each kilogram of 
body weight is ample in the South. 
The diabetic patient should be provided 
with a long list of substitutions in diet, 


_.. 
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so that, if he becomes tired of potatoes, 
for example, he has ten to fifteen 
alternatives. Also, we like to plan the 
diet of carbohydrates to proteins to fats: 
in the ratio of two to one to one grams. 
White (1) arrived at this relationship 
by allocating 40 per cent of the calories 
to carbohydrates, 30 per cent to protein 
and 40 per cent to fat. Because a con- 
siderable amount of carbohydrate is oxy- 
dized after breakfast, we divide the car- 
bohydrate foods equally (one-third for 
breakfast, one-third for dinner and one- 
third for supper) and, because we use 
protamine zinc insulin and give it on 
arising, a large amount of protein is 
given at the evening meal. Since about 
58 per cent of all protein is converted 
gradually into carbohydrate, hypogly- 
cemic reactions can frequently be pre- 
vented in this manner. 


Time of Injection 

Some physicians advocate injection of 
protamine zinc insulin at bedtime to 
prevent hypoglycemic reactions at night 
or during the early morning hours. How- 
ever, we have continued to have the pa- 
tient take protamine zinc insulin on aris- 
ing. Only rarely have nocturnal attacks 
of hypoglycemia been experienced. 


Too Large Dose 


It is well not to exceed 50 units of 
protamine zinc insulin because, in many 
instances, the hypoglycemic reactions 
which usually follow a dose of this size 
are impossible to control even with four 
daily feedings, although some patients 
can take 70 or more units of protamine 
zine insulin and, with proper allocation 
of food, avoid insulin reaction. 
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Estimating the Dose 


The patient follows the suggested diet 
‘or at least four days and then brings 
in a sample of the last twenty-four hours 
of urine on which the quantitative sugar 
determination is estimated. Two-thirds 
of a unit of protamine zinc insulin is 
given for every gram of sugar spilled 
and, frém this point on, the patient is 
regulated by changes in the diet and 
insulin dosage. 

It is well to emphasize that only the 
diet or the amount of insulin should be 
changed at one time, and that four days 
at least should elapse before any con- 
clusion is drawn as a result of this 
change. 

In addition to bringing in a sample 
of twenty-four hour urine, the patient 
tests his urine before each meal and 
brings his record with him when he 
comes to see the doctor. From this in- 
formation, the physician, by juggling the 
diet, can frequently overcome, for ex- 
ample, pronounced glycosuria at noon, 
and still keep the patient on the same 
dose of protamine zinc insulin. 


Blood Sugars Infrequent 


Blood sugars are taken as soon as 
the patient has been regulated in order 
that the level may be at least 100 milli- 
grams per 100 cubic centimeters of 
blood, because frequently, after regula- 
tion, the blood sugar will be just above 
hypoglycemic level. After this, blood su- 
gars may be taken only when changes 
in the carbohydrate or insulin tolerance 
occur. 


Insulin: 
Protamine Zinc 
Insulin Ratio 
aS 


Units Protamine Zinc 
Insulin 


25 
30 
33 
37 


Morning Urine Test 


As soon as the diabetes has been con- 
trolled, the patient examines his urine 
once daily on arising. Because mos: of 
our patients are on protamine zinc in- 
sulin and take it in the morning, we 
do not feel that the patient is regul::ted 
unless he has just enough sugar in this 
morning specimen to change qua ita- 
tive Benedict solution to a greenish cx lor. 
In this manner, many untoward insulin 
reactions can be prevented. 

For those patients who cannot be ade- 
quately controlled by the use of prota- 
mine zinc insulin alone, we have used 
mixtures of unmodified insulin and prota- 
mine zinc insulin as popularized by Peck 
(2). A ratio of three parts of unmodi- 
fied insulin to two parts of protamine 
zine insulin is our beginning mixture— 
and it is purely an extemporaneous one. 
When using this mixture, the patient 
tests his urine before breakfast and be- 
fore the evening meal. The results of 
the before breakfast sample reflect pri- 
marily the effect of the protamine zinc 
and the results of the before supper 
sample indicate the action of the unmodi- 
fied component of insulin mixture. 


To illustrate the results of mixing un 
modified insulin and protamine zinc in- 
sulin, the following excerpt from Peck’s 
Chart is of great value: 

If this regimen is followed, it is best 
to use insulin manufactured by the same 
firm and of the same _ concentration. 


The importance of varying the site 


of injection of insulin cannot be too 


Units 
Quick 
Effect 


12.5 
20 
25 
32.5 


Prolonged 
Effect 


37.5 
30 
25 
17.5 


Insulin 
25 
20 
17 
12.5 


Hou uu 


Diet Table 


Expressed in Grams 
Bread—1 slice 

Milk—'% cup . 
Orange—1 ... 

Chop, Lean—1 

Egg—1 

Vegetable 5%—1 serving 
Butter—1 teaspoon 
Corn Flakes—% cup 


Carbo- Pro- 


hydrates tein Fat 


oSonereoanaouoc 
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stronly emphasized, because by so doing 
variois untoward reactions can be re- 
duced to a minimum. Fat atrophy (3, 4), 
whic! occurs in from 7.4 per cent to 
18.4} er cent of cases, is due to repeated 
injec'ions of insulin in the same area. 
atty tumefaction (5), a rare condition, 
whic!: is the exact reverse of fat atrophy, 
also follows repeated injections of in- 
sulin in the same site. 
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Discussion 


All physicians treating diabetics should 
know these or equivalent food values. 
From these data any type of diet can 
be constructed and variety obtained by 
using the following substitution list. 

I use a card on which there are com- 
putations for a diet containing carbohy- 


Substitution List 


For One Orange 


1 medium sized 
orange 

1, cup orange juice i 

‘ small apple cup blackberries 

1, grapefruit large apricots 

‘5 cup grapefruit juice 43 small cantaloupe 

1 cup tomato juice 14 honeydew melon 

% cup diced fresh 14 banana 
pineapple 1 thin slice bread 


1 small pear 
1 small peach 
cup strawberries 


For One-Half Cup Cornflakes 


'» cup cornflakes 144 cup cooked farina 
shredded wheat 4 cup coaked cream 
biscuit of wheat 
cup all bran cup cooked 
4 cup puffed rice oatmeal s 
4 cup bran flakes 144 cup cooked grits 
cup puffed wheat 34 slice bread 


For One Egg 


serving Roquefort 
cheese 

thin slice Swiss 
cheese 

tablespoon cream 

tablespoons 20% 
cream 


For One Slice Bread 


cup lima beans small graham 
cup green peas crackers 

“3 Cup canned corn small saltines 
small ear corn Uneeda biscuits 

Fs Cup baked beans large soda 

2 Cup cooked crackers 

spaghetti 3% cup rice 
3 Cup grits 14 small potato 


egg 
slice ham, 4 inch by 
1g inch 
thin slices Bologna 
» teaspoons cottage 
cheese 


ve - = 
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drate 150 grams, protein 70 and fat 80 
grams. The carbohydrate part of this 
diet is divided into thirds. One slice of 
bread each weighing an ounce or 30 
grams contains 18 grams and three slices 
for the day would contain 54 grams. 

One third would be a medium sized . 


For One Teaspoon Butter 
teaspoon butter 1 teaspoon mayon- 
naise 
2 large green olives 
2 large ripe olives 


For One-Half Cup Milk 


12 cup milk 14 cup banana and 2 
12 cup any cream soup tablespoons 
cup vegetable beef cream 
soup 1 slice Swiss cheese 
‘2 cup mock turtle 34 cup fresh straw- 
soup berries and 2 
§ cup noodle soup tablespoons 
peach and 2 table- cream 
spoons cream 


For One Chop 


chop 1 serving fish, about 
small steak size of size of chop 
chop 1 cup crabmeat 
small spring 1 cup lobster meat 
chicken 12 cup canned salmon 
small pork chop 8 small sardines 
thin slices liver 14 cup cottage cheese 
thin slices ham 12 raw oysters 
Frankfurter 10 medium sized 
pork sausages shrimp 
eggs ; 3 slices Bologna 
For One Serving Vegetable 


cup spinach 1 small tomato 
cup string beans 2 tablespoons beets 
cup asparagus 2 tablespoons 

cup eggplant broccoli 

cup cabbage 3 cup cauliflower 
cup okra cooked asparagus 
cup carrots stalks 

cup squash cup Brussels 

cup mushrooms sprouts 

cup turnips small onions 
stalks celery cup water cress 
medium radishes leaves lettuce 


1 
1 teaspoon olive oil 


x 
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orange weighing 150 grams containing 
15 grams of carbohydrate and three a 
day or their equivalent 45 grams. 


The remaining third would be com- 
posed of four portions of a mixture of 
different 5% vegetables. Roughly these 
can be assumed to contain about 20 
grams of carbohydrate. Another 10 
grams would be in a half pint or eight 
ounces of a mixture of equal parts of 
milk and cream. Four ounces of milk 
would contain 6 grams and 4 ounces of 
cream 4 grams carbohydrate; the re- 
maining 20 grams of this 50 grams would 
be made up by a large bowl of oatmeal 
which represents an ounce of dried or 
8 ounces of cooked oatmeal. Most pa- 
tients would take half as much oatmeal 
and replace the other half with a couple 
of biscuits. 


Thus you can see one can say to a 
diabetic: three slices of bread and three 
oranges a day plus four saucers of 5% 
vegetables, a large bowl of cereal or 
half a bowl with two crackers, and a 
half pint of mixture of milk and cream. 
As for protein, take what is suitable for 
age and weight and for fat, that varies 
according to the need of the patients. 


A fasting blood sugar of 130 mg. or 
more indicates diabetes as a rule, but 


| 


YOUR CHILDREN 


ee se 


bodies but not their souls. 


Menu Check List 


Breakfast 
orange 


ege 
16 cup cornflakes 
cup milk 
teaspoons butter 
Noon Meal 


chop 
teaspoons butter 


1 

2 

1 cup milk 

2 servings vegetable 

1 orange 

114 slices bread 
Evening Meal 

44 chop 

2 teaspoons butter 

212 slices bread 

4 servings vegetable 

2 oranges 


I always like to find in addition gly- 
cosuria after a meal as well. 

A blood sugar of 170 mg. or more as- 
sociated with glycosuria after a meal also 
would settle the diagnosis of diabetes 
except that one must be careful to avoid 
conclusions in a patient who has an in- 
fection; and of course in hyperthyroidism 
the values might be different. Thus | 
believe Dr. Wilder of the Mayo Clinic 
and I agree that for such an individual 
the limit should be placed at 200 mg. 
blood sugar. —Elliott P. Joslin, M. D. 


Your children are not your children. They are the sons 
and daughters of Life’s longing for itself. 

They come through you but not from you. And though 
they are with you yet they belong not to you. 

You may give them your love but not your thoughts. 
For they have their own thoughts. You may house their 


For their souls dwell in the house of tomorrow, which 
you cannot visit, not even in your dreams. You may strive 
to be like them, but seek not to make them like you. For 
life goes not backward nor tarries with yesterday. 

You are the bows from which your children as living 


wi 


arrows are sent forth. The archer sees the mark upon the 
path of the infinite, and He bends you with his might that His 
arrows may go swift and far. Let your bending in the 
Archer’s hand be for gladness; for even as He loves the 
arrow that flies, so He loves, also, the bow that is stable. fi 
—Kanum Greran in ‘The Prophet” (Alfred Knopf, Publisher). | 





The Treatment of Arthritic and 


Rheumatic Conditions 
By JOSEPH E. GS. WADDINGTON, M.D., Detroit, Michigan 


a and physiology are the 
foundations of correct diagnosis and 
underlie successful therapy. No arbitrar- 
ily ‘abeled disease or disability springs 
spontaneously or Topsy-like into patho- 
logical being. Impaired resistance of 
body tissue, either from disease or 
trauma, with consequently more or less 
enfceblement of function, is the common 
origin from which arthritic and rheu- 
matic disorders alike develop irrespec- 
tive of diverse symptoms and diagnosis. 


Therapy to the Colon 

Insufficient intestinal elimination is so 
prolifically a cause of ill-health and al- 
most invariable accompaniment of rheu- 
matoid arthritis, that a series of ju- 
diciously administered colonic irrigations 
would appear to be an essential measure. 

Focal infection is considered as one 
of the chief causes of arthritic and rheu- 
matic diseases, nevertheless, despite re- 
moval of apparently infected tonsils, 
teeth, gallbladder, and appendix the 
condition often is not improved but even 
becomes accentuated. Conversely, many 
of these refractory cases become sur- 
prisingly improved after hydrotherapy 
is locally directed to the colon as prep- 
aratory to other physical and chemo- 
therapy. 

At the 1941 Meeting of the American 
Medical association in the scientific ex- 
hibit, colonic irrigations were one of the 
physical therapy agencies mentioned as 
of value in arthritis, especially when 
accompanied by any _ gastrointestinal 
disorder. 

Electrical Stimulation 


The soreness and stiffness so promi- 
nertly and disablingly present in chronic 
arthritic disorders and, similarly, in such 
muscular conditions as lumbago and 
other myalgias, may be conveniently 
and satisfactorily relieved to a consider- 
able extent by the stimulantly trophic ef- 
fect of a direct current pulsatory sinu- 
soidal; this current exerts the double 
effect of a mild chemical reaction with 
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that of an equally mild mechanical or 
contractile response. The alternate posi- 
tive and negative polarity and the pul- 
satory variations in voltage enable a 
contractile or massage effect to be in- 
duced with less current than the purely 
mechanical A.C. (alternating current) 
surging sinusoidal. The D.C. (direct cur- 
rent) modification alternately is vaso- 
constrictive and vaso-dilative; it thus 
exerts an effect somewhat analogous to 
the stimulating reaction of a contrast 
bath. 

The current should be applied at an 
intensity slightly below the threshold of 
contraction, for 15 to 20 minutes; it may 
then be followed by a slightly increased 
intensity so as to induce perceptible but 
mild muscular contractions for 5 or 10 
minutes more. Such treatment may be 
repeated every day or two and then 
less often as improvement takes place. 

Heat 

Heat is conveniently available in var- 
ious forms and is nearly always indi- 
cated in the treatment of chronic joint 
and muscular disorders. Systemically, 
heat is useful in destroying or retarding 
the growth of bacteria; and it assists 
the body in resisting infection by mobil- 
ization of immune bodies. 

Increased heat accelerates catabolism 
and anabolism; according to van’t Hoff’s 
law, chemical reactions are usually doub- 
led or even trebled in activity by a rise 
in temperature of 10° C. Even a slight 
increase in temperature may lead to a 
considerable increase in physiologic ac- 
tivity within the body; consequently, ther- 
mal applications are designed to ex- 
change a sluggish, passive or venous 
stasis for an active or arterial increase 
of blood, in one part or throughout the 
entire body. 

Diathermy or Infra-red 


Infra-red or diathermy may be ap- 
plied locally for half an hour or an hour 
at a time to any localized portion of 
the body and repeated every few hours 
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as indicated. Ordinarily, the effect will 
be materially enhanced by following with 
massage or the application of a mildly 
contractile wave or sinusoidal current 
for ten minutes. 


It is difficult and extremely unsatis- 
factory to attempt to treat more than 
one or two joints simultaneously where 
the patient is suffering from polyarthritis 
and more or less general muscular dis- 
ability; in such conditions the vapor bath 
can be conveniently and comfortably used 
to induce a pyrexia of not to exceed 2 
or 3 degrees above normal and sustained 
for only one hour. Such a mild fever 
treatment favorably influences the en- 
tire body; does not induce fatigue or 
any untoward results (when expertly su- 
pervised). It is a safe and saisfactory 
office procedure, and exerts a most fa- 
vorable effect upon the arthritic and rheu- 
matoid disability in general and in par- 
ticular. Such treatment may be repeated 
every 2 or 3 days and followed or alter- 
nated by local application of massage 
or by a low-volt contractile current. 


Paraffin Bath 

For arthritic disability affecting the 
hands and feet the paraffin bath is a 
conveniently applicable thermal agency; 
it quickly produces an active hyperemia 
which materially aids in the absorption 
of chronic inflammatory exudates and, 
consequently, relieves pain and stiffness. 
Subsequent to a paraffin bath the skin 
is found to be soft, pliable and moist, 
in marked contrast to the dry and shriv- 
eled appearance following any prolonged 
water application, and a characteristic- 
ally persistent hyperemia invariably re- 
sults. (See sketches illustrating technics 
of pain relief Clinical Medicine Pictorial 
section, July 1945—Ed.) 

To other parts of the body which can- 
not be immersed the melted paraffin 
may be applied with a soft brush until 
several coats or thicknesses have formed 
this may be retained for a half hour 
as an efficient poultice or thermal pro- 
cedure. Massage or the application of 
some low volt contractile current should 
almost invariably conclude such treat- 
ment. 

Monroe D. Eaton mentions the in- 
creasingly evident fact that similar re- 
actions may be produced from extremely 
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dissimilar methods of nonspecific ther- 
apy; he enumerates such variously di- 
versified forms as fever therapy, hyd: o- 
therapy, physical therapy, bacterial svb- 
stitution therapy, autohemotherapy, vi c- 
cine and serum therapy, drug medica- 
tion, and numerous other treatmen s, 
ancient and modern. 


Treating patients by withdrawal of a 
small quantity of their own blood and 
immediately reinjecting this whole (.n- 
treated) blood back into the donor’s own 
muscles has been known as autohen.o- 
therapy and used for generations past, 
with authoritatively recognized sources 
reporting favorable results in such 4di- 
verse conditions as malaria, asthma, ec- 
zema, arthritis, septicemia, and nvu- 
merous other more or less _ infectious 
diseases. 

The autohemic method does not depend 
upon an often impossible recognition and 
isolation of the infecting agent of the 
individual patient but does, in theory and 
practice, react harmlessly (if correctly 
and expertly applied) and satisfactorily 
no matter what the diverse nature of 
the patient’s ailment. 


A vaccine or serum made from some 
outside source or germ may differ con- 
siderably from the precise strain of the 
patient’s own infecting bacteria and fail 
to represent all the various immuniza- 
tion constituents necessary to act de- 
fensively against a more or less complex 
symptomatology or disease. Results in 
arthritic and rheumatic conditions treated 
adjuvantly with autohemic therapy have 
been increasingly satisfactory. 


As any constitutional impairment of 
health tends to initiate and prolong local 
debility, such constitutional measures as 
may be indicated should not be neg- 
lected because of the more apparent 
arthritic or myalgic lesions. General ul- 
traviolet radiation as a _ constitutional 
tonic; normal habits of living, mental 
as well as physical; removal of infective 
foci; all this and other constituents 
should receive attention. 


5841 Second Blvd. E 
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Paralysis Agitans 


By OSCAR HAWKINSON, M.D., Oak Park, Illinois 


MONG the tragic diseases which 
++ stalk the human race, there may well 
be ncluded paralysis agitans or Parkin- 
sons disease. Parkinson published his 
essiy on ‘“The Shaking Palsy’”’ in 1817, 
whin methods of investigation were 
priiiitive, microscopic anatomy being 
practically unknown. The author apolo- 
get:cally stated that analogy and con- 
jec'ure took the place of exact knowledge 
froin anatomical studies and he hoped 
tha’ his report would stimulate further 
study. Parkinson published his essay in 
181’. Marshall Hall first used the term 
paialysis agitans in 1841. 


Among causes of this disease which he 
mentioned were worry, grief, shock, ex- 
posure to cold, over-work, excesses of 
various kinds, arteriosclerosis and so 


forth. He spoke of a patient who had suf- 
fered with rheumatism which might pos- 
sibly have been a causative factor. Since 
the epidemic of encephalitis (1917-1918), 


there has been noted the marked re- 
semblance of the chronic cases and pa- 
ralysis agitans, in symptoms, pathologic 
changes and in the general over-all pic- 
ture. 


Parkinson’s definition continues to be 
a classic: That paralysis agitans is a 
nervous affection characterized by in- 
voluntary tremulous motion with les- 
sened muscular power in parts not in 
action, and even when supported, with a 
propensity to bend the trunk forward 
and to pass from a walking to a running 
pace. The senses and the intellect are 
not impaired. 


Omitting those cases which occur as 
the result of encephalitis, paralysis agi- 
tans must be considered a rare disease. 
The experience of the private practi- 
tioner and the large clinics throughout 
the world seems to closely approximate. 
Tkus we note in cases of nervous affec- 
tions, in large or small groups, the per- 
centage of paralysis agitans ranging 
from two to seven-tenths per cent. On 
the other hand, Parkinson’s disease fol- 
lowing encephalitis, is quite common, oc- 
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curring sometimes a few weeks, some- 
times years after the acute attack. These 
are found in all age groups: in some 
epidemics, thirty to thirty-five per cent 
of those who survive the acute attack, in 
due time develop Parkinsonism. 


The symptoms may differ somewhat 
but, in the main, follow a similar pattern. 
Again the same structures in the sub- 
thalamic region are involved, that is, 
the basal ganglia. These structures un- 
dergo degeneration and atrophy. The 
normal structures disappear and are re- 
placed by glia cells and fibers, while the 
blood vessels show no changes that are 
unlike the surrounding tissues. 


Parkinsonism which follows encepha- 
litis, involves the same structures and 
according to Reynaud, after three or 
four years, the inflammatory picture 
gives way to a condition similar, in every 
particular, to paralysis agitans. The diag- 
nosis is usually not difficult. Certainly 
it is rather simple after the very early 
stages. The real problem is the care to 
be given one who has this disease, which 
is progressive over a long period of 
years and in which medical treatment. 
has proven so ineffective. 


Medical Treatment 


Of the greatest importance is the main- 
tenance of morale. The patient should 
continue in his usual or at least some 
useful occupation as long as possible. 
A warm equitable climate is desirable 
where he can be much in the open. No 
drug yet has taken the place of the 
belladonna group; sedatives if necessary 
and also analgesics. Glandular extracts 
are sometimes useful and may some- 
times relieve the troublesome dia- 
phoresis, and one must not forget the 
vitamins. 


Surgical Treatment 


All medical treatment has been more 
or less disappointing; no cures have 
been effected. One may say that no 
medical measures have delayed the on- 
ward progress of the disease process. 
It has seemed, therefore, in the province 
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of the surgeon to explore the possibilities 
of his art. 

Royale, of Sidney, Australia,1 ap- 
proached the problem by performing su- 
perior thoracic ganglionectomy. This 
was best done for unilateral involvement 
of the contralateral side. According to 
the author, this operation profoundly al- 
ters the cerebral circulation and while it 
lessens tremor and muscular rigidity, 
does in no way interfere with normal 
mental function. 


Horsley, of England, 1909,2 resected 
the motor cortex with marked ameliora- 
tion of distressing symptoms but the 
operation produced a cortical mono- 
plegia. 

Putnam, of New York,3 sought to re- 
lieve the tremor by section of the pyra- 
midal tract in the cord. Putnam states 
that “Section of the lateral pyramidal 
tract in the cord is followed by less dis- 
turbance in the use of the hand, but the 
leg is rendered somewhat spastic.’’ Put- 
nam also attempted antero-lateral chor- 
dotomy, in which he reports no successes. 
Various other surgical approaches have 
been made. 

Myers, of New York,‘ attempted relief 
of symptoms by severing pallidofuga! 
fibers, also removal of a portion of the 
basal ganglia. Bucy, of Chicago,5 reports 
relief of tremor following removal of the 
motor-cortex while Klemme, of St. 
Louis,6 reports similar results from the 
removal of the pre-motor cortex. This 
operation is not usually followed by mo- 
tor paralysis. Klemme has also obtained 
satisfactory results in reported cases of 
dystonia. 


Diet in Peptic Ulcer 


Meat and fish stimulate gastric secre- 
tion most, bread is next and milk stim- 
ulates least of all. Addition of water to 
a meal raises gastric secretion. Veg- 
etables and vegetable soups are good se- 
cretagogues. Cocoa is most stimulating 
to acidity, coffee less and tea least. Of 
breakfast foods, those provoke most se- 
cretion that contain most roast products. 
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The greatest care is used in selecting 
cases for surgery. Knowing the possib li- 
ties, one would surely refrain from doing 
surgery which, while relieving tren or 
and muscular rigidity, might produce .a 
crippling paralysis. Fortunately the ficld 
of surgery still has its pioneers who <re 
not fearful that the last frontier has been 
passed. Patient, courageous, conscic-n- 
tious effort is still required. While, at 
this time, it can only be said that surgery 
has not yet been established as a remedy 
for the tremor of paralysis agitans, time 
and further study, which should be ecn- 
couraged, may well prove of value in 
a tragic disease. 


1011 Lake St. 
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Toasted is more stimulating than fresh 
bread. Salivary digestion hydrolyzes 
starch and permits pepsin to act upon 
proteins. Bolting (rapid eating) of food or 
depression of salivary secretion in the 
aged may thus interfere with gastric 
digestion of proteins. — H. NEecHELEs in 
“Diseases of the Digestive System’’ (Lea 
& Febiger, Publishers). 
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Toxemia of Pregnancy 
GRADUATE COURSE 
Compiled by the Medical Staff of Clinical Medicine 


One of the most common mistakes 
m: de in general practice is the failure 
to recognize the early signs of toxemia 
of pregnancy. This is the feeling among 
m.ny of the country’s leading obstetri- 
ci:ns, some 60 of whom were asked to 
fii out a questionnaire. Here are the 
answers to the questionnaire and further 
co nments. 


What to Look For 


. Gain in weight, and edema. 
“. Increasing moderate blood pressure. 
}. Albuminuria. 

t, Headache. 


How to Make the Diagnosis Early 


|. Examine the patient every month 
up to the eighth month, every 2 weeks 
during the eighth month, and weekly 
during the last month. 

2. Weigh the patient on every call; 
an increase of one pound a week should 
be watched with caution; 1% pound weekly 
is safe. A sudden increase in weight is 
the earliest sign of edema. 

3. Look for edema of face and hands. 
Slight edema of the legs is unimportant 
if varicose veins are present. 

4. Keep a record of the blood pressure, 
so that you can tell if it is gradually 
rising. True toxemia does not always 
cause a very marked hypertension. 

5. Check the urine at every prenatal 
call. 

What to Do 

1. Place the patient in a_ hospital. 
Rest: The patient must rest 10 hours 
at night, and lay down in the afternoon: 
complete rest is essential if symptoms 
appear rapidly. 

2. Diet: No salt should be added to 
the food, no soda bicarbonate may be 
taken or used in baking, no sodium bi- 
carbonate, sodium bromide or other so- 
dium salt should be administered; no 
crackers, pretzels, cheese, sausages, 
salted meats and fish, beer, canned or 
homemade soups, or prepared salad 
dressings should be used (Dieckmann). 

Protein foods should be given (milk, 
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poultry, peas) to replace the protein 
lost in the urine as albumin. Carbohy- 
drate foods should be taken (flour, maca- 
roni, sugar, potatoes, squash, parsnips, 
lettuce, kidney beans, cereals, corn) to 
supply glucose. 

Liquids are taken to relieve thirst. In- 
travenous glucose solution, (10 percent) 
in amounts of 500 cc., is given intra- 
venously every day. Physiological salt 
solution (sodium chloride solution) is 
never administered. 

3. Laxatives: Magnesium sulphate or 
other laxative is given so that several 
bowel movements occur daily. (Many 
obstetricians don’t agree). 

4. Sedatives: Potassium bromide or 
phenobarbital as needed. 


Impending Eclampsia 


These symptoms mean that eclampsia 
with its convulsions will soon appear: 


1. Blood pressure: Systolic over 160 
and diastolic of 100 or higher; a very 
rapid rise is of serious prognostic value. 

2. Albuminuria: Increasing amounts of 
albumin in the urine. 

3. Edema of face, hands, and hody 
which is increasing. 

4. Rapidly increasing body weight. 

5. Persistent headaches. ‘ 

6. Disturbances in vision, especially 
temporary blindness. 

7. Diminished output of urine. 

- 8. Epigastric pain. 

9. Arterial spasm, hemorrhage and exu- 

date in the retinae. 


Treatment 


Labor should be induced at once, before 
convulsions appear. If convulsions begin 
before treatment is instituted, do not 
attempt a forcible delivery or Cesarean 
section. 


The more serious signs (oliguira, an- 
uria, hematuria, pulse rate faster than 
120, edema of the lungs, cyanosis, jaun- 


dice, visual disturbances, cerebral or 
gastrointestinal symptoms, increasing 
concentration as shown by very high 
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or increasing hemoglobin or cell vol- 
ume) indicate that pregnancy should be 
terminated. 

Careful medical treatment of less se- 
rious signs and symptoms usually enable 
the patient to be carried along until the 
cervix softens sufficiently so that labor 
can be induced by rupture of the mem- 
branes. Cesarean section under local an- 
esthesia is carried out if the cervix is 
closed and uneffaced. 

Obstetrical consultation and treatment 
should be obtained where possible. 


COMMENTS OF OBSTETRICIANS 


E. L. Cornety, M. D. 


Chief of Obstetrical Service, Henrotin 
Hospital, 122 S. Michigan, Chicago 3, 
Illinois. 

The necessity of the daily injection of 
glucose solution may be questioned. 

Abruptio placentae is not an unusual 
complication of toxemia and should be 
watched for. 

The treatment of toxemia differs in 
the multipara and primipara. Rupture 
of the membranes may result in rapid 
labor in multipara but not in primipara. 
Our hands are tied, in the latter case, 
against performing a cesarean section. 


Rosert J. HAWKINS, M. D. 
4458 West Madison St., Chicago 24, Illinois 


In the’ management of the very early 
signs of toxemia, one should measure 
intake and output of urine, and weigh the 
patient daily. 

Under the treatment of eclampsia, only 
two methods of delivery are mentioned, 
namely. the rupture of the bag of water 
and cesarean section. What about bags, 
Wilett forceps for the dead baby and 
other technics? 

E. D. Puiass, M. D. 
Chief, Department of Obstetrics, Univer- 
sity of Iowa Hospital, Iowa City, Iowa. 


The patient should be examined 
monthly up to the seventh month, twice 
monthly during the eighth month and 
weekly during the last month. The glu- 
cose solution should only be given in 
the hospital. I do not agree that mag- 
nesium sulphate should be given orally 
as a laxative. 

I do not believe any patient with 
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impending toxemia should be induced 
until after two or three days of intensive 
medical treatment in the hospital. 


J. H. BLOOMFIELD, M. D. 
30 N. Michigan Boulevard, Chiccgo, 
Illinois. 

I might suggest a few additions as a 
result of my experience at Cook County 
Hospital where we have approxima'ely 
6,000 cases yearly with a large numoper 
of toxemic patients. 

The amount of urine passed in 24 hours 
should be checked once weekly, in order 
to make the diagnosis early. Eggs should 
not be given. 

In the management of toxemia, blood 
chemistry studies are indicated. 

A hypertension of 160 to 180 systolic 
at the beginning of pregnancy may not 
prevent the fetus from being carried to 
the point of viability, if no increase in 
pressure is noted and urinary output is 
good. Repeated pregnancies are not 
encouraged. 


Won. J. DrecKMaNN, M. D. 


Chairman and Chief of Obstetrical and 
Gynecological Staff, Chicago Lying-In 
Hospital, Chicago, Ilinois. 

I believe that the patient should be 
seen every 3 weeks up to 34 weeks and 
then every two weeks. 

Daily magnesium sulphate or other 
laxative does more harm than good be- 
cause of injury to the bowel wall. 


RIcHARD TorPIN, M. D. 


Chairman and Professor, Dept of Ob- 
stetrics and Gynecology, School of 
Medicine, Atlanta, Georgia. 

Based on the experience of eight years 
with large numbers of toxemias and one 
actual eclamptic about every eighteen 
days, we agree with most of your outline 
thoroughly. 


I am never in favor of doing Cesarean 
section for eclampsia unless there is 
definite proof of feto-pelvic dispropor- 
tion. We always induce labor by ruptur- 
ing the membranes, but only after the 
patient has stabilized or has recovered 
from the attack. I do not believe convul 
sions will appear very often if the pa 
tient is kept in bed and given the treat- 
ment as outlined. 

We do not use catheters or pituitrin 
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in eclamptic patients. We believe greatly 
in magnesium sulfate and the barbitu- 
retes. We give plenty of fluids with high 
restriction of salt. We have the head low 
to prevent pneumonia, but not to the 
extent of causing possible edema of the 
nck. If there is edema, showing likeli- 
hcod of edema of the brain, we elevate 
the patient’s head and place a stomach 
suction tube. We believe in the use of 
o>ygen in an actual attack of eclampsia. 


F. H. Fats, M.D. 
Ci ief, Department of Obstetrics, Univer- 
si'y of Illinois College of Medicine, Chi- 
ccgo, Illinois. ‘ 


We omit eggs and meat in the diet if 
aly early signs of toxemia appear. In 
general, I think the outline is very good. 


JOHN Park, M. D., 


Dept. of Obstetrics and Gynecology, 
Government of the District of Columbia, 
Washington, D. C. 

I question the use of intravenous glu- 
cose in the home, It seems that if the 
patient is ill enough to require intra- 
venous medication, she should be in the 
hospital under closer observation of a 
physician. The statement that “labor 
should be induced at once before convul- 
sions appear’ carries with it a tremen- 
dous responsibility in judgment. In some 
instances, the induction of labor is as 
dangerous as the unknown disease, 
eclampsia. 


LESTER E. FRANKENTHAL, JR., M. D., 


Chairman of Dept. of Obstetrics and 
Gynecology, Michael Reese Hospital, 
104 South Michigan Avenue, Chicago 3, 
Illinois. 


“Labor should be induced at once 
before convulsions appear.’’ That is all 
well and good except that we feel that 
the patient should be in the best pos- 
sible condition before inducting labor. 
In other words, if these patients are 
having adequate prenatal care, as you 
outlined, they should not necessitate 
emergency procedures. 


Magnesium sulphate intravenously or 
by mouth, bed rest, limitations of fluids 
to 1000 cc. daily, hypertonic solutions 
intravenously to promote diuresis, ade- 
quate sedation with bartiturates or mor- 
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phine. These should all be instituted in 
order to get the patient in the best 
possible condition before delivery, either 
per vagina or Cesarean section, is 
contemplated. 


Epwarp ALLEN, M. D., 
55 E. Washington St., Chicago, Illinois. 


I object strenuously to the use of 
laxatives for two reasons. If a patient 
is to rest, which seems to us the es- 
sential part of the treatment, loss of 
sleep during the day or night plus the 
abdominal cramps which are associated, 
is apt to cause the patient to be restless. 
We do not believe that edema can be 
reduced in this manner. 


I believe the examination every two 
weeks should be made from the seventh 
month to delivery. We check the urine 
of patients every one to two weeks. 


Otherwise, I think your questionnaire 
is excellent. 


O. T. West, M. D., 


Tennessee Coal, Iron and Railroad Com- 
pany Employees Hospital, Fairfield, Ala- 
bama. 

I think the article of suggestions for 
handling toxemia of pregnancy is excel- 
lent. I would take issue only with your 
outline of treatment. 


Prophylaxis should be emphasized, not 
only by frequent thorough prenatal 
checks, but also at the time of delivery. 
The patient seen in labor with a hyper- 
tension and edema can be given ten per- 
cent magnesium sulfate solution (twenty 
cc.) intravenously even in the home with 
safety. Immediately following delivery, 
these patients should be given morphine 
gr. % for rest. Ideally, of course, all 
toxemia patients should be hospitalized 
and a careful check kept of the fluid 
intake and the urinary output and a satis- 
factory balance maintained by the use of 
hypertonic glucose solution. 

In eclampsia, I think the emphasis 
should be placed on the treatment and 
control of the convulsions rather than 
the induction of labor. It has been re- 
peatedly demonstrated that this gives 
the best maternal survival and about the 
same fetal salvage. Accordingly Cesarean 
section has almost no place in the treat- 
ment of eclampsia. 
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Rheumatic Fever Vil: Management* 


Salicylate therapy 

ASSIVE intravenous therapy is rare- 

ly warranted because of the high 

incidence of toxic reactions, salicylicism, 

and psychoses. Oral administration gives 

as quick and a more prolonged effect. 

The Navy gave 150 gr. (10 gm.) of sali- 

cylates daily in the treatment of acute 

rheumatic fever, but are no longer doing 
so. 

The patient is benefited by non-toxic 
doses. Salicylate posioning is difficult to 
treat, the patient is uncomfortable for 
five or six days, and a few deaths occur. 

Pericarditis has developed, even during 
the administration of large doses of 
salicylates. 

Ketosis occurs during salicylate poison- 
ing. Hyperventilation appears, due to the 
cerebral effect. Sodium ions increase in 
salicylate poisoning. Sodium bicarbonate 
therapy apparently decreases salicyli- 
cism symptoms. ® 

Chronic rheumatic fever has been 
treated with salicylates for two months 
in fairly large doses. Most patients can 
take large enough doses to result in 
30 or 40 mg. per cent without intoxica- 
tion. 

The sedimentation rate of all patients 
returns to normal during salicylate ther- 
apy. After discontinuing treatment, the 
rate increased in all patients except one 
which remained normal. 

A further factor in making it difficult 
to evaluate treatment of rheumatic fever 
is its cyclic course. The temperature 
varies regularly, even if in normal range. 


Acute rheumatic fever patients should 
receive salicylates, for comfort, during 
a period of 6 to 8 weeks; no toxic ef- 
fects should appear. The drug should be 
withdrawn as soon as possible for the 
patient’s comfort, so that one will know 
definitely what the rheumatic fever is 
doing. Both physician and patient have 
a false sense of security while the 
symptoms are masked by salicylates. 


In an acutely ill rheumatic fever pa- 
tient, watch for right heart failure (feel 


*Clinical Medicine staff notes of a paper 
presented at a Rheumatic Fever Refresher 
Course, June 1945, Univ. of Colorado Medical 
School, Denver, Colo., by G. W. Thorn, M.D. 
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for enlargement of liver, listen for a 
‘gallop’ sound at the base of the heart, 
look for full neck veins). Treatment: 
Diuretics. 

The patient should leave the general 
hospital as soon as he can get good care 
elsewhere. The patient can’t be kept 
in general wards or he may contract 
streptococcal infections and a rheumatic 
fever recurrence. 

The patient with heart failure needs 
daily medical and nursing care, s0 
shouldn’t be in the country without these 
arrangements. 


Duration of Treatment 

Close care should be given as _ long 
as clinical symptoms are present, a 
variable period with an average dura 
tion of six months. 

After clinical symptoms disappear, !ab- 
oratory findings indicating activity are 
present for a variable period. These in- 
clude: 

1. Elevated sedimentation rate. 
2. Long pulse-respiration interval 
3. Slight anemia. 


Duration of Bed Rest 

Any rheumatic fever patient should 
be kept in bed for four months at least 
There is no fixed rule. If it is the first 
attack, keep the patient in bed four to 
six weeks after all clinical and labora 
tory signs disappear. 

The patient may be allowed to sit wp 
a little each day (15 minutes) and cor 
tinue rest in bed if laboratory findings 
only are present. A slow return to active 
physical life is permitted. The sedimen- 
tation rate may remain elevated for ! 
or 5 years. 


Positive Attitude 

Adopt a positive attitude. Tell the child 
that he is being restrained for a def 
inite purpose, that you can’t tell how 
long the restriction will be, that his 
present physical and heart condition is 
thus-and-so, and the minute you feel ii 
is safe, you are not only going to le 
him become active, but you are going 
to insist on it. 


This attitude removes any need fo! 
“don’ts’’ and parental nagging. 
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Improve home congitions and change 
bad attitudes while the patient is away. 


The patient and the family should be 
ediicated as to what the disease is. Psy- 
chologic problems arise because the phy- 
sician, the nurse, and the parents are 
no: doing their full share, especially of 
an educational nature—that rheumatic 
fe’er lasts for several years, that the cri- 
teria for subsidence of infection are the 
re‘urn of non-specific laboratory tests to 
normal. 

‘When the patient is home, it should 
be remembered that he is a member 
of society. He must ke followed up, in 
a follow-up clinic, or by physicians in- 
terested in rheumatic fever. Instructions 
must be given as to activity. The whole 
family should be thought of and brothers 
and sisters should be examined. 


The school physician must be associ- 
ated with rheumatic fever control. Pa- 
tients are exposed to respiratory infec- 
tions in school, and consequent recur- 
rences. The teacher should instill a feel- 
ing of health and security, and should 
provide health education. 


Institutions should carry out bacterio- 
logic studies and should prevent strepto- 
coccic infections from being carried in. 

The psychologic reactions of the child 
should be known. 


Heart Involvement 


If rheumatic heart disease occurs in 
the first attack, the prognosis is poorer 
than if the heart is not involved so early. 
Three-fourths of such patients will be 
well at the end of 10 years. 


Mild cases of rheumatic fever may 
be considered as potential cases of heart 
disease. One-third of patients do not have 
heart involvement during the first attack. 
Two-thirds of patients have no restriction 
on physical activities following the first 
attack. 

Patients with large hearts lead mark- 
edly restricted lives. 


Subacute bacterial endocarditis will ap- 
pear in a few patients. It may be pre- 


TEN YEAR 
{44 all activities 
121 almost all activities 


101 moderate restriction 


Can't be predicted J 34 marked restrictions 
until adolescence | 20 dead 


Physical activities 
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vented, following dental extractions, by 
sulfonamide prophylaxis. 


Discussion 


1. The type of salicylate given is not 
important, as the result depends upon 
the level of salicylate in the blood. En- 
teric coated sodium salicylate is well 
tolerated. 

2. We have never seen bleeding at- 
tributable to salicylates. 

3. Sulfonamides given during a strepto- 
coccic sore throat will not prevent the 
later development of rheumatic fever. 
We do not know about penicillin. 

4. Carriers of non-epidemic strepto- 
cocci aren’t important. The epidemic 
strain is passed from person to person 
and, two weeks later, rheumatic fever 
develops. 

5. We don’t feel that chilling or damp- 
ness has any bearing on the develop- 
ment of rheumatic fever. 

6. Don’t be in a hurry to move pa- 
tients to a warm climate as: 

a. They may lose resistance to strep- 
tococci from contact. 

b. They come in contact with new 
streptococci while moving. 

c. Few people can afford to live 
constantly in the south or west. 


Home Management 


If the patient is to be treated at home, 
he should have a bed to himself. If he 
sleeps with others, his chances of sus- 
taining a recurrence increases 100 per 
cent. He should not ke exposed to crowds 
during epidemics. Two hours instruction 
each week will keep a normal child up 
to grade—for this reason, children with 
upper respiratory tract infections should 
be kept at home. 


Prevention of Streptococcal Infections 


There is good evidence of the value 
of small daily doses of sulfonamides. 
This should be used on individuals who 
cannot obtain regular, good medical care. 
Cautions: When sulfadiazine or sulfa- 
merazine is given, one should ask for 
weekly urinalysis,and white blood counts 


FOLLOW-UP 


vocational guidance and training 
for sedentary occupations gives 
good psychological aspect. 


161 





ORIGINAL ARTICLES 


for six weeks, then at six week intervals. 


The patient must report any illness 
at once. Give no sulfonamide, as for 
-a sore throat, until a white blood count 
has been taken, as agranulocytosis 
may cause a sore throat and is almost 
always fatal. The physician must take 
the responsibility. 

Sulfa-resistant strains have developed 
and are now causing epidemics. Many 
laymen are now taking sulfonamides. 


If sulfonamides are being used in 
treatment, use large enough doses, as 
small doses cause the organisms to be- 
come drug fast. 


Sulfonamides prevent 70 per cent of 
rheumatic fever recurrences. 


Good medical care and supervision will 
prevent two-thirds of rheumatic fever 
patients from becoming medical cripples. 
Twenty per cent die by the time of 
adolescence. Fifteen per cent have crip- 
pling heart disease. 


Community Problem 


1. Rheumatic fever 
problem. 

2. It is a protracted repetitive disease 
occurring among individuals unable to 
meet catastrophic illness. 

3. Economic factors and housing are 
important. 

4. A co-ordinated plan is needed in 
agreement with the medical society, ef 


is a community 


Treatment of Chronic Draining Ears 


The patient is told to dry wipe the ear 
with sterile cotton-tipped tooth picks 
three or four times daily and to apply 
the following suspension: 


Weak Sulzberger’s 
4 gm. (dr. i) 


70% alcohol, ad 30 cc. (3 i) 
Mix and make a suspension 
Sig.: Shake well before using, then put 


iodine powder, 
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a central group including medical, aurs. 
ing, and social groups. 


5. Various facilities are needed. 


Discussion 


Sulfonamides may be harmful durin 
acute rheumatic fever; penicillin i; ip 
effective. 

Prophylaxis with sulfonamides shoul 
not be begun until the disease is inactive 
(normal sedimentation rate, no sigrs o 
symptoms). Once prophylaxis is started 
don’t interrupt it, as sensitization j 
thereby increased. 

Dose: If streptococci are present ip 
the throat, give 3 or 4 gm. daily fo 
four days, then 1 gm. daily (or % gm 
per 75 lb. of body weight). Sulfamerazine 
is used. 

Other active treatment includes: Rest, 
sedatives, diuretics, and Schemm diet 
Digitalis is rarely indicated. 

Rheumatic pneumonitis is not helped 
by sulfonamides. 

Ultraviolet rays used in irradiation in 
hospitals almost eliminate pathogenir 
bacteria. Non-pathogenic bacteria re 
main and spread as readily as elsewhere. 
Microbes can be definitely killed with 
ultra violet irradiation. 

The floor should not be highly polished 
as dust will whirl in the air. Ventilation 
keeps dust and bacteria in motion. Oiling 
floors and airing blankets cuts dow 
respiratory bacteria and _infectio 
markedly. 


8 drops into the draining ear four times 
daily after the ear has been dry wiped 
(the patient lies on his good ear whilé 
the drops are being instilled, and re 
mains in that position for a few minutes) 

An acute exacerbation of a chronicallj 
draining ear involves the risk of surgica 
mastoiditis, its complications or both. 
F. L. Writte. M.D. in Med. Clin. N 
Am., Sept. 1944. 
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Appendicitis: Diagnosis (Physical Examination) 

P-one Test: Palpate the abdomen with definitely rule out appendicitis’’ (Henry 

the patient lying with his face downward. S. Leonard, Indianapolis). 

In 1 patient with acute retrocecal ap- 

pendicitis, with the subject in this posi- If tendern on palpation 
ion. gentle palpation of the right lower of the right i Tower 8 orae pan al Be 
abdominal quadrant will elicit greatly %2$sdns° in y Wagnosing SP} 1 Sidney 
inc: eased tenderness, serving to differen- (vaiifiams) 
tiate appendicitis from pelvic and kidney 
lesions (V. T. Williams, J. Missouri 
M. A,, Mar. 1939). 

This maneuver is also helpful in child- 
ren as they instinctively relax their vol- 
unt:ry muscle guarding when turned 
awcy from the physician. 


Kree-chest position: ‘‘The most helpful 
of : ll diagnostic signs both in acute and 
chronic appendicitis is placing the pa- 
tient in the knee chest position and pal- 
patng the abdomen over McBurney’s 
point. If the patient complains of pain, 
the diagnosis is positive; if not, you can 


Appendicitis: Diagnosis (Laboratory Findings) 

Leukocyte count: ‘“‘The physician who sits idly-by a man with acute abdominal 
pain or local tenderness, and waits for the blood count to rise before he acts, 
would be like the fire chief who would only respond to an alarm when the flames 
come through the roof’? (Walter Griess, M. D., Cincinnati). 

The most serious type of appendicitis, the obstructive type, is often not associated 
with leukocytosis, until gangrene or perforation occurs. 

Like any other sign, it may or may not be present. It is not specific, as an in- 
creased white count may be found as a result of pneumonia, salpingitis, pyelitis and 
other non-surgical conditions. 


Make the Diagnosis First 
The diagnosis should be made first and the white blood count used only as a 
confirmatory but not essential test. 
A Complete White Cell Count 


A simple white cell count may be in the normal range, but a study of the stained 
smear may reveal a high percentage of polymorphonuclear leukocytes, which espe- 
cially if the cells are young (‘‘shift to the left’’), indicates a virulent infection. 


Pneumonia Salpingihis aN ig 


woiis ps ) NY 


renous, 
er pacted 


infected) 


ai eal 
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Appendicitis: Anatomy and Surgical Technic 


(Illustrations on the next page) 


Fig. 1. (upper left): The blood supply to the 
ileum and ascending colon (adapted from 
Grant). The superior mesenteric artery fur- 
nishes the blood supply to the ileo-colic area 
through its ileo-colic branch. 


Fig. 2. (upper right): The blood supply of 
the appendiceal area, viewed from the front 
(anteriorly) . 


Fig. 3. The blood supply of the appendix, 
as viewed from the posterior surface (behind). 
The taenia coli are shown as they all origi- 
nate at the base of the appendix. In case of 
difficulty in finding the appendix, one may 
follow any one of the taenia (the longitudinal 
muscular bands of the colon) right to the 
base of the appendix. 


Fig. 4. The appendiceal artery should be 


ligated above its first branch. The app-ndix 
itself should not be grasped during any )nanj. 
pulation. Rather the mesoappendix shou d be 
picked up with a hemostat and the app-ndix 
put on tension so that the mesoappendi> cap 
be straightened out and safely ligated. 


Fig. 5, 6, and 7. Another hemostat is trust 
into the mesoappendix at its base, a lig.iture 
pulled through and the mesoappendix lig ated 


Fig. 8. (bottom left): The mesoappend:x js 
cut, under vision, close to the appendix. It may 
be considered safer to clamp the mesoa} pen. 
dix, cut and clamp again closen to the dase 
of the appendix, then cut again, as show» by 


Fig. 9. This procedure is much safer ‘vhen 
the mesoappendix is indurated in acute ap 
pendicitis. 


Appendicitis: Surgical Suggestion 


Frank Lahey has long advocated: 1. The use of a large enough 
incision to give adequate exposure. 2. The right rectus incision. 
3. Walling off the intestines with wet gauze packs to isolate the ap- 
pendic or appendiceal abscess. 4. Having suction available (small hos- 
pitals can use the suction machines commonly at hand for tonsillec- 
tomy), and 5. Removal of the appendix under direct vision. 
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Fig. 1 (left) indicates the removal of the perforated appendix according to 
Lahey. Fig. 2 (right) illustrates his approach to an appendiceal abscess by 
gently and bluntly dissecting apart the abscess wall and posterior peritoneum. 
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Appendicitis: Anatomy and Surgical Technic 
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Appendicitis: Complications of Perforative Appendicitis, 
or Perforated Ulcer 


Pelvic abscess: A perforated appendix 
or perforated peptic ulcer may result in 
a pelvic abscess (See Fig. 1). The history 
may reveal only a mildly painful attack; 
occasionally in older patients, no defin- 
ite history can be obtained and the pa- 
tient presents himself weeks or months 
later with a firm mass that can be 
felt abdominally and rectally. 


Fig. 1 represents a case reported by 
Lazarus and Marks, in which a chronic 
pelvic abscess had become so hard that 
a diagnosis of ‘‘Blumer’s shelf’’ (the 
rectovesical pouch in the male and the 
cul-de-sac in the female are spoken of 
as the ‘“‘rectal shelf’’, which may harbor 
hard metastatic deposits from a primary 
lesion in the upper abdomen or breast) 
involvement was made. 


Symptoms: Rectal symptoms include 
diarrhea and passage of mucus from the 
rectum. Bladder symptoms consist of 
urinary frequency and distress. 


Diagnosis: Rectal examination reveals 
a swelling anterior to the rectum. If the 
swelling is fluctuant (softly cystic) and 
there is no abdominal rigidity, rectal or 
vaginal drainage may be employed by 
gently inserting a closed hemostat 
through the rectal wall into the center 
of the bulging abscess and leaving a 
drainage tube in place, fixed with one 
suture. (See Fig. 3) 


diciat 
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Fig 1 After Lazaros a Marie) 


If the abdomen has been opened in er- 
ror exposing such a picture as in Fig. °, 
it is better surgical judgment to close t 
and to open the abscess rectally or vaz- 
inally. If the appendix has not been re- 
moved and it is possible to do so witl.- 
out prolonged dissection, it should be 
removed to prevent further perforation. 


C6 in Showi 
pelvic cavity afiechrnent 
toabseess 


Fig 3 (AtterBailey) 


Next month Clinical Medicine will present its 
Graduate Course Symposium on Appendicitis.—Ed. 
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‘'MNHE spotlight is on the medical pro- 
fession. If it pursues a dignified, sure 
course, and does not scurry like a rabbit 
i. front of head-lights, it will do no 
harm, and may do a great deal of good. 
lboctors, being human, have human 
characteristics, some more, some less; 
the same thing is true of the staffs of 
the medical schools. As a result the 
medical profession contains a mixture 
of personalities, the same as any society 
group, and for that reason should not be 
expected to be perfect. Yet, because of 
the more careful selection and the in- 
herent qualities of their studies and work, 
more must be expected of the medical 
profession. Relatively the world is get- 
ting smaller. We must learn to inte- 
grate ourselves for security and better 
living. It seems very proper that the 
medical profession should te among the 
first to show the way in achieving an 
internal co-operation, and solidarity, that 
better service can be given to the public. 
Today it may seem an impossibility, 
but the need for it is so great that 
no effort should be spared. With the 
unleashing of the potential powers of 
atomic energy it is high time that 
humanity learn to co-operate success- 
fully. The medical profession has done 
fairly well, but there are many areas 
for improvement. Service is all the pro- 
fession has to give. The manner of giv- 
ing that service is changing at all times. 
To give all groups and regions a reason- 
ably adequate and uniform service re- 
quires a well organized, smoothly func- 
tioning profession. It is far better that 
this be voluntary, rather than imposed. 


The patient, therefore, becomes the 
focal point in the various adjustments 
that might have to be made. As he 
travels from general practitioner to gen- 
eral practitioner, to specialist, to clinic, 
to hospital, and back to the original 
general practitioner, there should be a 
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Solidarity of the Medical Profession 


By S. ERICSON, M.D., La Sueur, Minnesota 
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thread of information constantly devel- 
oped so that the truth as to this pa- 
tient’s condition, (diagnosis), could be 
approximated as closely as _ possible. 
This seems ridiculously simple but 
mixed with human nature as it is in 
doctors and patients under present every 
day practices, it becomes absurdly com- 
plicated. Even though the patients are 
many times to blame for ‘many mix- 
ups, frictions, and too-late solutions of 
diagnostic riddles, the profession as its 
share should evolve a closer follow- 
through of every patient. There is still 
too much “If you only had come to us 
earlier,”” implying anything the patient 
might infer. Why not, instead, honestly 
state that the condition now has de- 
veloped to such a stage that the diag- 
nosis is becoming apparent, whereas 
some time previously the diagnostic cri- 
teria were insufficient. If there are defi- 
nite indications that there has been negli- 
gence in previous treatment, such a sit- 
uation is not remedied by the above 
statement; and to use such methods in 
enhancing one’s own position should be 
beneath the dignity of any doctor. Today 
there are means for getting the facts 
if an investigation seems warranted. Us- 
ually a letter of inquiry to the last at- 
tendant will make it possible to reconcile 
the apparent contradictions in the case, 
or give a clear indication for investi- 
gation by the county unit or the State 
Board of Examiners. Usually kindly co- 
operation will untangle many difficul- 
ties, which otherwise terminate in dis- 
ruptive disagreements between doctors. 
and between doctors and patients. 


That brings to mind the thorniest prob- 
lem in the profession: how to get friend- 
ly co-operation among the doctors. Upon 
such happy relations hangs the future of 
the profession—whether it will be free 
or ruled from the top down. The pro- 
fession must so train itself that every 
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unit, from the backwoods doctor to the 
largest clinic, feels the responsibility and 
also receives the appreciation for work 
well done. It is a human trait, and when 
it is lost sight of in the mad rush, 
trouble ensues; as witness the multiply- 
ing problems among labor and manage- 
ment when a concern gets so big that 
none appreciate the work of others, per- 
sonally. The lowly general practitioner 
may not have the assembly line of var- 
ious tests, but he has a knowledge of 
the family and personal history that 
very often is the main clue to clear 
up puzzles in diagnosis; for that reason 
he deservedly should be restored to a 
relatively higher place in the realm of 
things medical. If the profession is to 
retain the privilege of self-discipline 
within its ranks, it must give evidence 
that it can do so. 

The ethics of medical practice and 
the Hippocratic Oath have been preached 
and eulogized constantly, but as in re- 
ligion, donning Sunday clothes one day 
weekly and doffing them the other six 
days, does not make a good Christian. 
It is the performance that counts. A 
twenty-five percent increase in co-oper- 
ation could do more to facilitate serv- 


ice than a fifty percent increase in new 


methods or knowledge. It seems that 
more emphasis should be laid on this 
phase during the undergraduate studies. 
With the approach of voluntary medical 
service insurance, the medical profession 
faces a great responsibility. Improper 
practices by ten percent of the doctors 
could negate the efforts of the ninety 
percent. Therefore, it becomes so very 
essential to have voluntary teamwork. 
Discussion groups or even required stud- 
ies should be encouraged, in order to 
acquaint the students with the many 
aspects-of medical practice besides pure- 
ly scientific therapeutics. The pendulum 
is swinging again toward the art of 
medicine, such as psychosomatic medi- 
cine, which is very much what the gen- 
eral practitioner has been practicing, 
where he was wide awake, and genuinely 
interested in his patient. 


The medical societies could also do 
a great deal more to bring about a 
better feeling by helping to iron out 
misunderstandings and petty grievances 
that sometimes develop into estrange- 
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ments that are rarely overcome. Soon 
the profession will meet problems that 
will require whole-hearted co-operation 
in order to solve them. The older doctors 
will find it hard to accommodate them- 
selves to some of the required arran;e- 
ments. For that reason it is so necessary 
to get the young and future doctors to 
realize the importance of real co-ope:a- 
tion as an element in successful practice. 
There is no other way to cut the cos's, 
improve and spread the service, and 
still retain the economic security of the 
profession. One thing is certain; the 
public will be served. The question ‘s: 
will the profession be able to secure co- 
operation within the ranks in time to 
command confidence in its ability to 
carry through whatever plans are agreed 
upon? 

What the medical profession is facing 
today is not a change of medical trust, 
or some other trumped-up scare-head, 
but an honest evaluation: can the pro 
fession develop such solidarity in _ its 
ranks that the health of the American 
people can be entrusted to its care? 


+> 


Each man is his own absolute law- 
giver, the dispenser of gloom or glory 
to himself, the decreer of his life, his 
reward, his punishment. 


Educating Your Patient 


(Common Diseases) 


A short, simply written volume” tells 
patients about 1. common colds, 2. back- 


ache, 3. headache, 4. hemorrhoids, 5. 
sinusitis, 6. allergy, 7. arthritis and 
rheumatism, 8. nephritis, 9. varicose 
veins, 10. anemia, 11 nephritis, 12. pros- 
tate, 13. heart disease, 14. blood 
pressure, 15. athlete’s foot and 16. cor 
stipation. It furnishes mai. explana 
tions and simple instructions that will 
save you time. 

The information is accurate and ut: 
to-date, with exception of two statements: 
“surgery is the best method for the 
treatment of hemorrhoids’’ and ‘‘A sys 
tolic pressure below 100 in an adult 
calls for rest from all active duties.” 


*Fishbein, Morris, M.D., and 15 specialists 
Common Ailments of Man. Garden City, N 
York: Garden City Publishing Co., 1945. $1.0 
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Tropical Diseases in Returning Soldiers 


Malaria: The form of malaria usually 
seen in this country among men returned 
from service is that caused by Plasmo- 
dium vivax (benign tertian malaria). 
Recurrences occur every 1 or 2 months; 
as many as 20 or more relapses have 
occurred, yet general health is main- 
tained. (A few cases have been seen in 
which the nervous patient developed ma- 
lario-phobia—Ed.). 

P. falciparim malaria is a severe ill- 
ness, resulting in nervous system symp- 
toms including coma (‘‘heat stroke’’), 
“uremia,’’ ‘‘cerebral hemorrhage’ or 
“migraine.’’ Gastrointestinal symptoms 
may resemble acute bacillary dysentery 
or cholera. Severe abdominal pain and 
sensitiveness may occur; a normal white 
cell count and absence of rigidity are of 
diagnostic help. Pains in muscles and 
joints may occur. 


Atabrine (quinacrine U.S.P.) has some 
advantages over quinine when given un- 
der medical supervision. The dose of 
atabrine should be stepped up during the 
first 24 hours. 


Relapses should be treated promptly; 
when relapses occur again and again, 
switch from one drug to the other and 
back again. Quinine should not be given 
for long periods, as it causes debility. 
Ten days treatment with quinine or seven 
with atabrine is usually sufficient. Give 
iron to combat anemia. An occasional 
dose of neoasrphenamine may havea 
beneficial effect in a case of vivax ma- 
laria but otherwise arsenic has no special 
value. 


Always make a blood smear to deter- 
mine the species of parasite, because 


falciparum infections are dangerous to 
life. 
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Amebiasis: Various clinical forms of 
amebiasis: 1. diarrhea without blood or 
mucus in stools, 2. transient diarrhea 
with constipation between attacks, 3. 
vague digestive symptoms, usually asso- 
ciated with debility and ‘‘neurasthenic”’ 
complaints, 4. ‘‘appendicitis’’ mimicking 
abdominal pain due to ulceration of rec- 
tum or appendix. 


The diagnosis must rest upon suspicion 
confirmed by finding the parasite. Even 
when the ameba is present, the symp- 
toms may-be caused by some other co- 
incidental disease. Motile amebae occur 
in the stools only in the presence of 
diarrhea or dysentery. Cysts alone are 
found in inactive or symptomless cases. 
The examination of feces is of little value 
unless performed by a well trained 
technician. 


Filariasis: Transient, localized swell- 
ings on limbs, epididymitis or scrotal 
edema, persistent enlargement of epi- 
trochlear or inguinal lymph nodes and 
signs of lymphangitis have been among 
the early symptoms of filariasis. Men so 
involved saw the natives with advanced 
elephantiasis and became alarmed. (The 
most depressed patients seen at a Navy 
hospital a year ago were.a group of pa- 
tients with filariasis. The Navy’s experi- 
ment in retraining these men at Klamath 
Falls, Oregon has shown that few of the 
complaints were based on objective find- 
ings and tended to disappear on return to 
normal activity.—Ed.) 


Attacks of swelling recur at longer in- 
tervals up to a year or two. No cases of 
sterility or elephantiasis have occurred. 


The physician should tell such patients: 
1. if reinfection does not occur, no more 
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adult filariae will appear in the body, 
2. that they gradually die off and 3. that 
he will ultimately be free from them, 
4. that the natives with elephantiasis 
have been exposed since childhood and 
only a small percentage developed this 


complication, 5. that other men with 
similar symptoms have recovered ind 
become fathers, 6. he will not suffer leter 
ill effects. — G. C. SHattuck, M.D. 
(Harvard Medical School, Boston) in 
N.Y.S.J.M., Nov. 1, 1945. 


Headache: Differential Diagnosis 


Signs and Symptoms 


History 


. Onset. 
(a) Mode of onset. 
(b) Time of onset. 


. Duration, 


. Location. 


. Nausea and vomiting. 
. Visual disturbances. 


. Familial history. 
. Allergic history. 


Physical Findings 

. Flushing of affected side 
of face. 

. Lacrimation. 


. Rhinorrhea or stuffiness 
of nostril on affected side. 


. Increased surface tem- 
perature of affected side. 


. Tenderness over external 
carotid artery or tem- 
poral artery on affectec 
side. 


Laboratory Findings 
. Leukocyte count. 


Treatment 
. Epinephrine. 


2. Histamine. 


. Ergotamine Tartrate. 


Histaminic Cephalagia 


. Later in life 


(a) Acute in onset. 
(b) At night, before retir- 
ing. 


. Short attacks—minutes or]2- 


hours with abrupt ter- 
mination. 


. Unilateral except in rare 


instances. 


}. Not present. 
}. Not present. 


3. None. 
i. None, 


except coinciden- 
tally. 


. Usually present. 


. Present on affected side 


in average case. 


. Present. 


i. Present. 


. Present. 


BS A si 


‘| Wi: wih 


. Normal. 


', Prompt relief. 
‘. Will induce attacks. 


(a) Excellent results with 
desensitization 
regime. 


. No effect. 


3. Unilateral, 


. May be present 


Migraine 


. Younger age group. 


(a) Vague feelings of .m- 
pending malaise for 
variable number of 
hours. 

(b) At any time of day or 
night, 

Hours, to two or three 

days. 


or may inr- 
velve entire head. 


. Severe. 
5. Present, 


preceding and 
during attacks. 


. Usually present, 85-90%. 
. Can usually be found. 


occa: 
sionally. 


. Not present. 


. Not present. 


. Not present. 


. May be present occasion: 


ally. 


. Normal, but in a large 


percentage of cases 
temporary Eosinophilia 
may be present, (5-16%). 


. No effect. 
. Will not induce attack. 


(a) May have a non-spe 
cific benefit. 


. Best available treatment 


—Rocky Mountain Med. J., June 1945 
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lodides in Pulmonary Mycosis 


™ answer to your question whether 
iodide should be used on combined my- 
cctie and tuberculous infections I will 
summarize my opinion as follows: 

Fungus and tuberculous infections of 
the lungs are known to coexist. The find- 
int of tubercle bacilli in the sputum 
ce-tainly does not rule out the possibility 
of a fungus infection of the lungs. It is 
therefore necessary, especially in pa- 
ticnts with tuberculosis, who exhibit an 
unusual course, a very rapid onset, or 
ravid progress, or if repeated relapses 
occur, to culture the sputum on Sabau- 
raid’s media for fungi. The mycelial 
fungi are found more frequently than 
yeast fungi. We believe that the coexist- 
ing fungus infections lowers patient’s 
resistance markedly. In my experience, 
the use of iodides in pure mycotic in- 
fections of the lungs has been disappoint- 
ing, and I have never seen a patient 
with a chronic mycosis cured with the 
use of iodides. This observation might 
not be true in acute fungus infections 
of the lungs, as my experience has been 
largely confined to the chronic types. 
The question whether iodides should be 
given to patients with combined tuber- 
culous and fungus infections of the lungs 
can be answered in the negative, since 
I have not seen beneficial results accru- 
ing from the giving of iodides to pure 
pulmonary mycosis. It is my opinion that 
the dangers of activating a tuberculous 
infection of the lungs is too great to 
justify such a therapeutic regimen—ALvis 
E. Greer, M.D., Baylor Univ. S. of M., 
Houston, Texas. 


Poliomyelitis 
Serum in any form is ineffective in 


poliomyelitis. There appear to be five 
times the recognized number of polio- 


myelitis cases, on intensive study of 
neighborhoods harboring proven, para- 
lytic poliomyelitis patients. Evidence 
suggests that the disease may be spread 
largely through direct human sources. 
The cycles of the disease are much 
longer than are apparent, beginning long 
before paralytic cases appear and con- 
tinuing afterward. 

Multiple cases of poliomyelitis in the 
family are the rule rather than the ex- 
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ception, when there are children from 1 
to 8 years of age in the home. Poliomye- 
litis is contagious in possibly 90% of the 
1% to 3% year age group but less so 
in older groups. Elevated spinal fluid 
protein may be found 2 to 6 weeks after 
the illness.—ALBERT Casey, M.D. et al, 
in J.A.M.A., Dec. 22, 1945. 


Subacute Bacterial 
Endocarditis 


Patients with subacute bacterial endo- 
carditis should have blood withdrawn 
for blood cultures before the penicillin 
is begun to (1) ensure the diagnosis, 
(2) make sure that the organism is 
susceptible to penicillin and (3) empha- 
size the need for large doses of penicil- 
lin (500,000 units daily for 5 weeks, at 
least). Of 20 patients treated over a 
year ago with penicillin alone, 11 are 
well. Only 3 patients failed to respond 
to penicillin, but 5 died as a result of 
pulmonary embolus or heart failure. — 
H. F. Firprn, M.D. et al in J.A.M.A.. 
Nov. 24, 1945. 


Pneumococcus Meningitis 


in Childhood 


Apparently any type of pneumococcus 
can cause meningitis, but those generally 
considered most virulent (I, III, and 
XIV) predominate. 13 different types 
were found in a series of 34 cases. 
The ‘‘surgical’’ mastoiditis as a portal 
of entry was more important than with 
meningococcal meningitis, but less than 
with hemolytic streptococcal meningitis. 

A diagnosis of pneumococcal meningi- 
tis can be made with certainty only 
by lumbar puncture and proper exam- 
ination of the spinal fluid. The very 
great value of lumbar puncture for early 
diagnosis far outweighs any theoretical 
danger. Treatment should be started as 
early as possible with penicillin and 
sulfonamide in high dosage, and should 
not be discontinued too soon. Mortality 
seems related more to delay in making 
the diagnosis and in instituting intensive 
therapy than to any other single factor. 

Sequelase such as_ hydrocephalus, 
epilepsy, and mental retardation may 
be expected, especially when the infec- 
tion occurs during infancy and is not 
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eradicated immediately—A. F. Harr- 


MANN, et al, (St. Louis Children’s Hos- 
pital) in J. Pediat., Aug. 1945. 


Oral Penicillin 


Effective blood levels of penicillin can 
be obtained by administering it orally. 
90,000 units every two hours, can be 
dissolved in saline solution, and prefer- 
ably taken before meals.—M. FINtLanp, 
M.D. 

Pneumococcic pneumonia may be 
treated by 750,000 units on the first day, 
and 400,000 to 600,000 on at least seven 
subsequent days. The penicillin may be 
dissolved in water or enclosed in cap- 
sules.—Paut Bunn, M.D. 

Gonococcic vulvovaginitis was success- 
fully treated by giving 10,000 unit cap- 
sules of penicillin. The powdered sodium 
penicillin was placed in a No. 1 plain 
gelatin capsule, which was moistened, 
sealed and placed in a No. O capsule, 
(next larger size). The capsule was 
placed in formaldehyde U.S.P. diluted 
1:20 for 5 seconds, followed by immer- 
sion in water for 5 minutes.—P. A. Mc- 
Lennon, M.D., all in J.A.M.A., Sept. 
29, 1945. 


Cost of Pain Relief 


Relief from pain is purchased always 
at a price. The mechanism by which 
damage is done varies with different 
drugs, but the price in morbidity and 
mortality is relatively the same. Re- 
gardless of drugs used, about one pa- 
tient in every thousand subjected to 
surgical operations in our modern hos- 
pitals, dies before leaving the operating 
room. In evaluating the cause of death 
in these cases, anesthesia plays at least 
some paft in over half of them. A great 
many more than one in every thousand 
have the severity of their postoperative 
period increased, and in some cases 
with death the final result. Some of 
these must be laid at the door of 
anesthesia. 


The price is exacted in wards and 
in the bedroom as well as in the surgical 
pavillion. It is exacted from the patient 
who suffers from a painful illness or 
injury as well as from the one who is 
subjected to a surgical operation. No 
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matter which of the dozens of available 
drugs may be administered for the re'ief 
of pain, nor in what combinations, ‘he 
price of peace, the cost of comfort, is 
always asking to be paid. Whether «ol- 
lection is made or not depends uj;.on 
us.—RaLtPH Waters, M.D., in Anesth. 


Angina vs. Gallbladder Disease 


The gallbladder patient may compl iin 
of pain in the cardiac area and conse- 
quently be diagnosed as suffering from 
angina pectoris. The primary trouble is 
in the gallbladder and the pain is due to 
chronic cholecystitis. The heart is found 
to be perfectly normal although in long- 
standing cases, the heart muscle miay 
undergo degeneration, and true angina 
may result. In some instances removal 
of the gallbladder cures angina.—R. Kar 
KNA, M.D., in Medical World, (Eng.) 
Nov. 2, 1945. 


Prevention of Nausea 
Following Arsenical Injections 


During an experience with several 
hundreds of patients being treated for 
syphilis, it was noted that many indivi- 
duals complained of nausea and vomiting 
immediately after their intravenous it- 
jection of neoarsphenamine. Many con- 
tinued to have this complaint even after 
oxyphenarsine (mapharsen) was substi- 
tuted for neoarsphenamine. The nausea 
and vomiting were severe enough in 
many cases to deter the patients from 
continuing their injections, thus resulting 
in many lapses from treatment. 


The reacting patients were questioned 
regarding their symptoms, and all stated 
that the nausea and vomiting were 
caused by the odor and taste of the 
drug noticed immediately at the start 
of the injection and before it was com- 
pleted. In order to counteract this, vari- 
ous measures were tried, such as chew: 
ing gum, smoking a cigarette, pinching 
the nostrils together, smelling perfume 
during the injection, abstaining from 
food two hours before the injection, and 
so on. None of these procedures were ef- 
fective. 


It was then decided that temporary 
anesthesia of the taste buds on the 
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tongue might, by abolishing the taste 
ser sation, prevent reflex nausea and 
yoniting. To accomplish this, the pa- 
tie :ts were given, immediately before 
their intravenous injection, two tablets 
cor taining ethylaminobenzoate (Anesthe- 
sinc) % grain each, with instructions to 
place both tablets upon the tongue and 
kecp them there until they were dis- 
solved. As soon as this occurred the pa- 
tie:ts were sent to the treatment room 
to receive the intravenous injection. 

In every instance in which this treat- 
ment was used, the patient did not ex- 
pe ience nausea and vomiting. All those 
who had previously been subject to 
these symptoms and who received the 
tablets in the experimental study subse- 
quently refused to take treatments with- 
ou: first obtaining the tablets. Several 
hundred patients have now been so 
treated, and in no case has nausea and 
vomiting occurred—Harotp W. Serr, M.D., 
Venereal Dis. Infor., USPH., Mar. 1945. 
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Peptic Ulcer in Childhood 


Ten patients with gastric and duodenal 
ulcers were encountered at the Babies 
Hospital, New York City, from 1940 to 
1944, indicating the rarity of this condi- 
tion in the pediatric age period. Hemorr- 
hage was the most common complica- 
tion; it occurred in 6 of the 10 cases. 
Perforation and pyloric stenosis were 
also observed. Malignant change was not 























Z encountered. The indications for surgical 
ing intervention in the treatment of gastric 
and duodenal ulcers in infancy and child- 
hood are much the same as those in 
ned § adults, namely perforation, obstruction, 
ted # recurrent hemorrhage, and intractable 
ere @ pain.— E. J. Donovan, M.D. and T. V. 
the # Sanrunur, M.C., in Am. J. Dis. Child., 
tart March 1945. 
om- 
ar ° " " 
ew | Pituitary “Hormones 
ning One of the most disappointing fields 
ume # in practical endocrinology has been the 
rom failure to find any well-defined clinical 
and application for so-called pituitary hor- 
> ef mones. The use of “growth”? hormone, 
“gonadotropic’’ hormone to_ stimulate 
raty—® Spermatogenesis in the male or ovula- 
the—® tion in the female, ‘‘lactogenic’’ hormone 





to induce lactation or ‘‘thyrotropic’’ hor- 
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mone to stimulate the thyroid gland has 
not succeeded, as would have been antic- 
ipated if these fractions represent spe- 
cific and separate functions of the an- 
terior pituitary. 

The use of pituitary extracts must 
still be considered in an experimental 
stage of development.——ArTHUR GROLL- 
MAN, M.D. in ‘Essentials of Endocrin- 
ology”’ (J. 8. Lippincott Co.). 


Urinary Tract Infections 


Mandelic acid is effective for most 
infections due to gram-negative bacilli 
and to streptococcus fecalis. Adequate 
dosage must be given, fluid intake 
limited and pH of urine of 5.5 or below 
be maintained. 

Methenamine (urotropin) is effective 
in gram-negative bacillary infections in 
adequate dosage, the urine being main- 
tained at a pH of 5.5 or below. Bladder 
irritation may follow. 

Sulfonamides: Sulfadiazine is best tol- 
erated, although sulfathiazole is effective 
against more organisms. Sulfonamides 
may be used in most coccal infections 
including the genococcus and bacillus 
proteus, and against complications fol- 
lowing urologic surgery. Large amounts 
of fluids should be given (at least 2,500 
cc. or 2% quarts daily). Decrease in 
urinary output, red cells or sulfa crystals 
in the urine call for great caution. Dose: 
0.5 Gm. (7% gr.) four times daily.— 
C. R. Marquarptr, M.D. in South 
Med. & Surg., Dec. 1945. 


Lienteric Diarrhea 


This is the form of diarrhea in which a 
bowel movement occurs after every 
meal. It is a common sequel of dysen- 
tery. As long as the patient feels well, 
maintains his weight and energy and has 
no pathological findings in the stools, it 
is best untreated.—Medical World, (Eng.) 
Nov. 2, 1945. 


Dermatophytosis and 
Onychomycosis 

All infected portions of the nail plate 
are painstakingly removed by clipping 
and paring. This is followed by the appli- 
cation of salicylic acid to the nail and 





ABSTRACTS 


nail bed, repeating the procedure until 
a new nail is firmly attached to the nail 
bed. Strong fungicides are applied pe- 
riodically until a normal nail has grown 
in. This treatment may take six months 
or longer. Concomitant infection of the 
skin is treated at the same time. 

Dr. Louis Tobin successfully treats 
mycotic nails by simple evulsion. The 
after-treatment includes the application 
of strong fungicides. He reports cure in 
80 per cent of these cases.—RoyaL M. 
Montcomery, M.D., New York, in 
J.A.M.A., Oct. 27, 1945. 


Safeguarding Hysterectomy 


When hysterectomy is being planned, 
especially in cases of large uterine fi- 
broids, one should use the safety mesure 
of catheterizing the ureters just prior to 
operation. A catheter in the ureter 
makes the catastrophe of ureteral sever- 
ance or ligation almost impossible.— 
A. M. Crance, M.D. in N.Y.S.J.M., 
Nov. 1, 1945. 


Meningitis: Modern Advances 


The death rate in meningococcus men- 
ingitis has almost reached zero, in 
competent hands. 

Meningococcus meningitis: High fever, 
toxic symptoms, rash (pin point to large, 
fused, hemorrhagic areas). When the rash 
does occur with signs of meningitis, it 
is almost certain that it is meningococcus 
meningitis. 

While a smear of the spinal fluid is 
being studied to determine the causa- 
tive organism, sulfadiazine is begun at 
once. It will cure most cases of menin- 
gococcus meningitis dramatically. Anti- 
meningococcus serum (rabbit) will be 
needed for a few cases. as will penicillin. 

Streptococcic meningitis is an indica- 
tion for penicillin, (possibly with sulfa- 
diazine). 

Pneumococcic meningitis is most ef- 
fectively treated by penicillin. Infants 
should also receive rabbit serum. Infants 
under 6 months of age should receive 
sulfadiazine, scium and penicillin from 
the start. 

Influenzal meningitis has nothing to do 
with ‘‘flu;”’ its cause is bacterial. Sulfa- 
diazine and rabbit serum are needed; 
penicillin is useless. 
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Colon bacillus meningitis (rare) is ef- 
fectively treated with sulfadiazine. St p- 
hylococcus menmgitis (rare) needs pen- 
icillin.—Hattm ALEXANDER, M.D. (Asst. 
Prof. Pediatrics, Columbia Univ. C»l- 
lege of Physicians and Surgeons, New 
York City) in “The Doctors Talk It 
Over’’ (Lederle Laboratory, publishers) 


Penicillin for Childhood Vaginitis 


Penicillin is the drug of choice for the 
treatment of chronic gonorrheal vagini- 
tis in children because of its safety and 
rapid cure. Sixteen cases of chronic gon- 
orrheal vaginitis in children were treated 
with one dose of penicillin, 100,000 uni's, 
injected intramuscularly. Clinical and 
bacteriologic cure was effected in 15 
cases within two or three days. The one 
remaining case required further therapy 
with divided doses of penicillin. 

One 100,000 unit dose of penicillin in- 
jected intramuscularly seems adequate 
for most cases. Hospitalization is not 
necessary. — W. Sako, M.D., et al, in 
J. A.M. A., June 16, 1945. 


Acute Adrenal Failure 


(Addison's Disease) 


The treatment of acute adrenal cor- 
tical insufficiency includes 1. salt, 2. 
sugar, 3. desoxycorticosterone (synthetic 
cortical hormone) and 4. adrenal cor- 
tical extract. Only the last named rep- 
resents true substitution therapy. Unfor- 
tunately they (the commercial extracts) 
are relatively weak and so expensive as 
to render their use limited to cases of 
Addisonian crises, where they must be 
used in doses of 10 to 50 cc. per hour, 
together with the usual saline and glucose 
intravenous injections. 


Desoxycorticosterone and sodium chlor- 
ide are used in treating chronic adrenal 
insufficiency (Addison’s disease). The 
drug is most economically used as pel- 
lets implanted under the skin, thus fur- 
nishing prolonged treatment. This syn- 
thetic hormone is a potentially dangerous 
drug if used in excess or with excessive 
amounts of sodium chloride, and this 
misuse may be followed by peripheral 
edema, hypertension, acute cardiac fail- 
ure and death.—A. Grottman, M.D. in 
“Essentials of Endocrinology” (Lippin- 
cott). 
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Chronic Appendicitis vs. 
Peptic Ulcer 


Chronic appendicular disease may fully 
sim ulate peptic ulcer, due to the spasm 
of pylorus, hypersecretion and hyper- 
acidity, pyrosis and vomiting. Epigastric 
distress and pressure after meals, per- 
sistent belching, are the result of motor 
disturbances. 


Evigastric pain, often radiating to the 
thorax, may be the sole symptom. In 
suc cases, pressure over the appendi- 
ceal area causes pain in the epigastrium 
(Aeron sign). 

Cnroniec appendicitis and its gastric 
disturbances may cause erosions in the 
duodenum and subsequent hemorrhage. 

Peptic ulcer patients have remissions 
ana exacerbations in cycles, which helps 
to differentiate —I. W. Hemp, M.D. in 
Med. Clin. N. Am., May, 1945. 


Antisyphilitic Treatment 


Patients who lapse early in the course 
of treatment are most likely not to com- 
plete treatment. Those patients who can 
be kept under treatment for ten or more 
injections without a lapse will go on to 
complete a full course. 

Two or three office Visits weekly for 
the first few weeks should be advised, 
even of patients who are on routine 
therapy.—F. G. Gmutck, M.D., in J. 
Venereal Dis. Inform., Sept. 1945. 


Sulfonamides for Diarrhea 


The combination of sulfaguanidine 3.5 
Gm. (52 grains) and sulfaguanidine 1 
Gm. (15 grains) is most effective in 
treating diarrhea and in reducing hos- 
pitalization. Within 6 days, it cleared 96 
per cent of gram-negative bacillary in- 
fections — A. H. Joupon, M.D., in Bull. 
U. S. Army Med. Dept., March 1945. 


Leg Ulcers 


Chronic non-healing leg ulcers should 
be treated with: 1. Saturated boric acid 
solution, continuous wet dressings; 2. 
Intramuscular injections of penicillin 
(15,000 units every 3 hours for 28 
doses); 3. Pinch grafts applied and 
covered with a dry dressing. 

The penicillin injections are necessary 
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if culture of the ulcer reveals beta 
hemolytic streptococcus and hemolytic 
straphylococcus aureus. The saturated 
boric acid (% strength) wet packs are 
continued until the granulating tissue 
bleeds easily and is bright red before 
the grafts are applied. — R. NoMLanp, 
M.D. in J.A.M.A., Mar. 2, 1946. 


Gallbladder vs. Peptic Ulcer 


Adhesions between the gallbladder and 
the duodenum or around the pylorus 
may result in upper abdominal pain, 
radiating to the right side and shoulder, 
and severe attacks of epigastric pain, due 
to pylorospasm. Gallbladder disease may 
be so simulated that the duodenal ulcer 
is overlooked. In many such patients, 
the gallbladder fails to concentrate the 
dye on x-ray examination, thus further 
pointing toward gallbladder disease. 
When the symptoms become so aggra- 
vated that surgery becomes essential, 
the lesion is found to be in the duodenum 
and the gallbladder is found to be nor- 
mal.—I. W. Hetp, M.D. in Med. Clin. 
N. Am., May, 1945. 


Silver Acetate Safe Prevention 
of Ophthalmia Neonatorum 


Silver acetate solution, which is equally 
as effective as silver nitrate for pre- 
venting gonorrheal ophthalmia, is much 
less soluble (a saturated solution con- 
tains 1 percent). Silver nitrate is very 
soluble, and thus dangerous, because 
strong solutions can permanently damage 
the baby’s eyes.—A. J. Quick, M.D., 
in Wis. M. J., Feb. 1945. 


Sweating 


Excessive 
may be treated with: 

Bs Hexamine 3 

Industrial spirit 40 


sweating (hyperhidrosis) 


Orange flower water 100 
Zine peroxide 10 
Zine oxide 20 
Soft paraffin 70 
Chloramine 3 
Boric acid 20 
Talcum 50 
Prepared chalk 100 
—Medical World (London), June 30, 
1944. 
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Oil Injection of Hemorrhoids 


The injection of a sclerosing solution 
into the rectal mucosa will cause per- 
sistent swelling or nodule formation for 
years, if a mineral oil is used as a base. 
The injection of a vegetable oil does not 
produce persistent tumefaction.—R. J. 
JacKSON, M.D. in Med. Clin. No. Am., 
Aug. 1944. 


Pentothal Anesthesia and 
Laryngospasm 

Intravenous anesthesia with Pentothal 
sodium may be complicated by spasm of 
the larynx. Atropine sulphate, 1/250 gr. 
should be given intravenously for im- 
mediate relief. Such laryngospasm may 
be prevented by atropine administration 
prior to anesthesia.—Chief, Anesthesia 
Service, University of Texas Medical 
School, Galveston (at a War Time Grad 
uate Meeting in Temple, Texas). 


Deep Breathing for Virus 


Pneumonia 
Patients who 
who still have 


are clinically well but 
positive x-ray findings 
were instructed to breathe very deeply 
(hyperventilate) every hour for 12 
hours daily and chest x-rays were taken 
every 12-hours. Within 96 hours, over 90 
per cent of these patients became x-ray 
clear.—GILBERT Marquartp, M.D., (AAF 
Station Hospital, Coral Gables, Florida) 
in South. Med. J., Jan. 1944. 


Heartburn of Pregnancy 
Heartburn of pregnancy is associated 
with low gastric acidity so therapy with 
alkalies is irrational (dilute hydrochloric 
acid in 10 to 30 drop doses has been 
effective.—Ed.). X-ray examination has 
shown a tendency to reverse peristalsis, 
which can be relieved by prostigmine 


bromide tablets, 15 mg. one being taken 
as needed for 3 or 4 hours relief, or an 
injection of 0.5 mg. prostigmine methy]- 
sulfate will relieve for 24 hours.— H. M. 
Witty, M.D., in Am. J. Ob. & Gyn., 
Mar. 1946. 


Cervicitis 

The’ cause of cervicitis is always 
bacterial, the organisms concerned being 
the gonococcus, or any one of a number 
of other bacteria which are normal in- 
habitants of the genital canal or which 
are introduced from the outside. In this 
latter group the various strains of strep 
tococci are most important. —Am. Jour. 
Surg., March, 1945. 


Scabies 

The following procedure should be 
used: 1. Bathe, 2. Apply a 40 per cent 
solution of sodium thiosulphate. 3. After 
15 minutes apply a 40 per cent solution 
of hydrochloric acid which will set forth 
free sulphale. Rinse off after an hour. 
This treatment is repeated: on three suc- 
cessive days.—M. FreepMan, Medical 
World, (Eng.) Nov. 2, 1945. 


Prematurity and Blindness 

Over ten percent of premature babies 
weighing less than 3 pounds, can be ex- 
pected to be blind from retrolental fibro- 


plasia. Prevention: Keep infants in a 
dark room with a red light, cover eyes 
during examination and care, as expo- 
sure to light is a cause of such blindness. 
—J. L. Terry, M.D., in J. A. M. A,, 
June 1945 


Prickly Heat Dusting Powder 


NE oo ad a u's hoe Aneeeeee 0.6 
Acid Boric 

Zine Oxide 

Amyli ad 

Mft. Pulv. 

Sig. Apply as directed 
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DIAGNOSTIC POINTERS 


Early Diagnosis of Poliomyelitis 

1. Neck rigidity. 

.. Spinal tenderness. 

%. Spasm, tremor or weakness in mus- 
cle groups. 

4. Pain or hyperesthesia. 

5. Reflex changes. 

. Spinal fluid shows increased pres- 
sure changes in 77 per cent. 

7. Headache, fever. — J. Omaha 
Mid-West Clin. Soc., Aug. 1944. 


Liver Symptoms 

The liver may be riddled with ad- 
vanced pathologie entities yet provide 
no symptoms whatsoever. Two import- 
ant signs may be noted: the presence 
of liver enlargement or a “lump” in 
the right upper quadrant, and jaundice. 
—RoscoE PULLEN, M.D., in Medical Diag- 
nosis (Saunders)... 


The Crippled Appendix 
in Children <n 


“Crippled appendix’’: One with an ob- 
struction of normally free continuity be- 
tween its lumen and that of cecum. 
Vomiting, abdominal pains, constipation 
or diarrhea, ‘“‘cyclic vomiting,’’ unex- 
plained nausea and inability to eat more 
than a mouthful without feeling full are 
recurrent complaints, entirely relieved 
by appendectomy. The usual history is 
that of a number of abdominal upsets, 
associated with or without colds.—W. Ray 
SHANNON, M.D. in Minn. Med., June 1944. 


Fatigue 

Fatigue in mid-morning and mid-after- 
noon may be due to a high carbohydrate 
diet (toast, cereal) at breakfast and 
lunch. If a protein food (eggs, meat, fish) 
is added, the blood sugar level rises less 
abruptly and drops more slowly.— Nu- 
tritional Observatory. Jan. 1946. 
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Peptic Ulcer 

Failure to obtain relief of ulcer symp- 
toms by diet alone means: (1) the 
diagnosis is wrong, or (2) some compli- 
cation is present, or (3) the ulcer is 
malignant. — A. F. ANDERSEN, M.D., in 
J.A.M.A., April 21, 1945. 


Cervical Polyps 

Cervical polyps are small pedunculated 
tumors which arise usually from the 
intracervical mucosa, but which at 
times may spring from the external or 
vaginal surface of the cervix. They are 
single or multiple, usually of bright red 
eolor, and of rather fragile, spongy 
structure.—Am. Jour. Surg., August 1944. 


Congenital Defects Following 
Pregnancy Rubella 

German Measles, occurring during preg- 
nancy, may be responsible for such con- 
genital defects as cataracts, bupthalmos, 
cardiac lesions, deafness, club feet and 
glaucoma. The prognosis is especially 
serious if rubella occurs during the first 
three months of pregnancy —B. ROoNEs, 
M. D., in Med. Ann. Dist. Co., August. 
1944. 


Vitamin Deficiency Mouth 


In the diagnosis of vitamin deficiency 
states such as have been studied, it is 
curious that evidence of deficiency of 
most of the vitamins is to be found in 
the mouth. This fact should be another 
stimulus to the modern practitioner 
to return somewhat to the time-taking 
physical diagnostic methods of his prede- 
cessors (sticking out the tongue) rather 
than rely too much upon the mechanical 
contrivances now at his dispoal.— 
WricHT, L. D. Jr.: Effect of Vitamins 
on Intestinal Function. New Orleans M. 
& S. J. 97: 400-406, March, 1945. 
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NEW BOOKS 


Any book reviewed in these columas will be procured for our 
readers if the order, addressed to CLINICAL MEDICINE, Waukegan, 
lll., is accompanied by a check for the published price of the book. 


Trauma in Internal Diseases 


(With Consideration of Experimental 
Pathology and Medicolegal Aspects) 


By Rudolf A. Stern, M.D., Assistant At- 
tending Physician, City Hospital, New 
York City—Grune & Stratton. 1945. Price, 
$6.75. 


“In this country, there are about ten million 
accidents a year, and many of them are 
allegedly the cause of ensuing internal dis- 
eases.”’ This book is a personalized compila- 
tion of world literature. Infectious diseases, 
neoplasms, endocrinopathies, and diseases of 
the body organs and tissues receive detailed 
attention. 

The pattern of arrangement is logical and 
sound, the style is simple and easy to read, 
and the author’s critical comments add much 
to the interest. For example, after some 
dozen pages of pro and con discussion of the 
question: Cam a true peptic ulcer originate 
from non-penetrating trauma over the stom- 
ach? he comments “I do not envy the physi- 
cians on whose shoulders this responsibility 
rests. The causal relationship might in good 
faith be considered as more or less probable; 
to deny the very possibility of such a relation- 
ship betrays neither knowledge of the scien- 
tific literature nor unbiased evaluation of 
facts. My opinion is strongly supported by the 
following decision of the Supreme Court of 


This unusual volume is recommended as a 
reference to medicolegal experts, industrial 
physicians, pathologists, and all other doctors 
interested in the field.—I.J.W. 


Reaction to Injury 


By Wiley D. Forbus, W’.D., Professor of 
Pathology, Duke University and Patholo- 
gist to the Duke Hospital. The Williams & 
Wilkins Company,. 1943. $9.00 


The present volume consists of two parts. The 
first or introductory part summarizes the 
history of pathology and discusses the many 
factors which cause disease—trauma, physical 
agents, and parasites. The second and major 
part begins with a general chapter on inflam- 
mations, and then launches into an extensive 
presentation of the “resistive’’ reactions of 
tissues and organs. The gross and microscopic 
changes caused by bacteria, viruses, toxins, 
and other toxic agents known and unknown, 
are described in lucid detail. The style is 
readable and clear and the index excellent. 
Bibliographic references are given at the end 
of each chapter. There are well over 500 illus- 
trations — kodachromes, photomicrographs, 
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diagrams, and black and white photographs. 

A second volume, not yet published, will b« 
devoted to the ‘“‘submissive’’ and ‘‘adaptive’ 
pathological reactions. The complete set—i’ 
the companion is on the same high level a 
this volume—as it no doubt will be—wil 
represent an excellent survey of moder 
pathology. 


A Manual of Surgical Anatomy 


By Tom Jones and W. C. Shepard. Com- 
mittee on Surgery, Division of Medical 
Sciences, National Research Council. W. B. 
Saunders Co. 1945. $5.00. 


Two master medical artists have prepareci 
an accurate, practical adas, beautifully illus- 
trated in black and white, and colors. 


Underlying anatomy is shown in all portions 
of the body, then appropriate incisions and 
exposure are shown for each area and im- 
portant structure. 

The division of medical sciences and W. B 
Saunders Company are to be congratulated 
on publishing a series of military manuals, 
not one of which did not present briefly, 
clearly and practically the important mater- 
ial in its field. 


Synopsis of Gynecology 
By H. S. Crossen, M.D., and R. J. Cros- 
sen, M.D., both of Washington University 
School of Medicine, St. Louis. Third Edi- 


tion. C. V. Mosby Co. 
$3.00. 


For the practitioner and student who do not 
expect to specialize in gynecology, this hand- 
book will furnish all the practical details 
needed to understand the common gynecologic 
conditions and to carry out a_ satisfactory 
examination. The illustrations are of real aid, 
especially in emphasizing conditions that are 
encountered in pelvic examinations. 


1946 (3rd Ed.). 


Radiologic Examination for the 
Small Intestine 


By Ross Golden,*M.D., Professor of 
Radiology, College of Physicians and Sur- 
geons, Columbia University, New York 
City—J. B. Lippincott Company. 1945. 
$6.00. 


An alert roentgenologist has summarized 
much of our present knowledge of small in- 
testinal physiology, lesions and diagnosis. He 
has correlated clinical and roentgen ray find- 
ings. 

The effect of allergy on the small bowel, the 
effect of morphine and stimulants, intestinal 
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obstruction and its relief with the Miller- 
Abbott tube is described in detail, the effect 
of nutritional deficiencies on the small bowel, 
study of the whole of the small bowel at 
orce by injecting barium through a duodenal 
tuve, the assistance toward a clinical diag- 
n sis given by radiologic examination, these 
a’ d many other stimulating topics make up a 
li ely book. 


Virus and Rickettsial Diseases 


(\ith Special Considerations of Their Public 

Health Significance.) 
Harvard University Press, 1943. $6.50. 
T ere is a wealth of material on these dis- 
exses which was presented at a symposium 
hid at Harvard in 1939. The book is un- 
ai ridged and covers the field well. Emphasis 
is given to epidemiologic and other public 
hc alth aspects. 


Clinical Heart Disease 


By Samuel A. Levine, M.D., F.A.C.P. 
Assistant Professor of Medicine, Harvard 
Medical School. Published by W. B. 
Saunders Company, Philadelphia, Pa., 
1945. Price $6.00. 


The third edition of this practical work on 
cardiology maintains the same high standards 
established by the previous editions in pre- 
senting in a lucid form practical facts about 
the heart. 


The author persists in adhering to his prin- 
ciple of including only proven facts and does 
not attempt to cover all phases of the litera- 
ture. More electrocardiograms were added to 
illustrate clearly the points under discussion. 
In addition there is a brief discussion of 
phonocardiography, along with illustrated 
sound records. The surgical treatment of 
patent ductus arteriosus and the recent im- 
provement in the treatment of subacute bac- 
terial endocarditis, including the use of peni- 
cillin, has been amplified. 

This volume is an excellent desk reference for 
the busy practitioner —G.E.M., M.D. 


Diseases of the Breast 


Diagnosis; Pathology, Treatment. By 
Charles F. Geschickter, M.A., M.D., Lt. 
Commander, M.C., U.S.N.R., Director of 
the Francis P. Garvan Cancer Research 

Laboratory, Pathologist St. Agnes Hospi- 

tal. J. B. Lippincott Company, 1945. 

$10.00. 

This book discusses in detail all diseases of 
the breast. It is well written and easy to 
read. The material is well organized. 

Of particular value is the discussion of 
mastodynia, adenosis anc chronic cystic mas- 
titis. The author demonstrates statistically the 
relation of these entities to cancer of the 
breast. Adequate attention is paid to the re- 
cently developed knowledge of endocrine 
relationship to diseases of the breast. 
Throughout the entire text one is impressed 
with the souncness of the author’s views and 
his progressive conservatism in dealing with 
scme controversial subjects.—Joel Baker. 
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Hematology 
(For Students and Practitioners.) 
By Willis M. Fowler, M.D., Professor of 
Internal Medicine, University of Iowa, 


Iowa City. Paul Hoeber, New York. 1945. 
$8.00. 


Primarily a clinical text with emphasis on 
differential diagnosis and rational treat- 
ment of diseases of the formed elements of 
the blood and hemorrhagic diseases, as- 
sembled from lectures and illustrations fur- 
nished to students. 


Diseases of the Nervous System 


(In Infancy, Childhood and Adolescence). 
By Frank R. Ford, M.D., Associate Pro- 
fessor of Neurology, The Johns Hopkins 
University. Charles C. Thomas, 1944 (2nd. 
Ed.). Price $12.50. 


Here is the second edition of what has be- 
come the definitive textbook on the neurology 
of childhood. In readily available fashion, is 
a vast body of information, splendidly organ- 
ized, covering both the primarily neurological 
diseases and the nervous system Ccomplica- 
tions of non-neurological disturbances. The 
approach is that of the clinician, with accent 
thrown on diagnosis and treatment, but brief 
descriptions of etiology and pathology are 
given in each of the hundreds of conditions 
discussed.—I.J.W. 


New Directions in Psychology 


Toward Individual Happiness and Social 
Progress. By Samuel Lowy, M.D. Emer- 
son Books, Inc., 1945. $3.00. 


What can applied psychology do for the 
average person, and how may he realize the 
true import of his views concerning others, 
marriage, religion? How much should he know 
concerning the unconscious with its repres- 
sion of painful experience? The author 
brings psychology, psychiatry and psycho- 
analysis together in an entertaining little 
volume, which is of interest to well informed, 
thinking laymen and physicians not especially 
versed in this field. 


General and Plastic Surgery 


By J. Eastman Sheehan, M.D., Professor 
of Plastic Reparative Surgery, N.Y., Poly- 
clinic Medical School. Hoeber (Harper & 
Brothers). 1945. $6.75. ' 


A very completely illustrated, well written 
text on wounds and burns, with special em- 
phasis on war injuries. 


A Surgeon Looks at Life 


By Richard A. Leonardo, M.D.—Froben 
Press, 1945. $2.00. 


“Social unrest, marital discord, guilt, divorce 
and frustration . are the price of un- 
restrained birth control.’’ This sample is taken 
from the chapter on birth control. 


The author, who has written some excellent 


volumes, looks at life through his rather rigid 
views. 
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END FOR THIS LITERATURE 


To assist you in obtaining new and worthwhile 
information. CLINICAL MEDICINE will forward 
your requests for literature on listed subjects. 


0 Oral Vitamin C. 

0 Penicillin Calcium 

(0 Nembutal—Sedative-Hypnotic 

[] Alkalol—Alkaline, Saline Sol. 
(0 Angier’'s Emulsion—Expectorant 
00 Argyrol—Nasal Infection 

(0 Ovoferrin—Colloidal Iron 

(0 Diatussin—Whooping Cough 

() Luasmin—Bronchial asthma 


(0 Thesodate—Cardiovascular 
Disease 


(0 Sulfacaine—Sulfa lozenges 

(0 Sal Hepatica—Laxative 

00 Soluble Iodine 

0 Penicillin Sodium 

C) Digoxin—Digitalis 

(0 Ferad No 2—Iron Deficiency 

(0 Privine—Nasal Vasoconstrictor 
) Nupercaine—Burn ointment 


) Perandren--Testosterone propion- 
ate 


0) Pasadyne—Sedative 

(0 Auralgan—Acute Otitis Media 

(0 Otosmosan—Chronic Otitis Media 
(10 Colmetanese—Brucellosis 


(10 Fellows Compound Syrup—Bitter 
Tonic 


(0 Sulfaguen—Sulfa Cream, 
Impetigo 


[] Ceanothyn—Blood coagulant 


() Elixir Bromaurate—Whooping 
Cough 


(J Diurbital—Vasodilator 
(0 Endothyrin—Thyroid Extract 


[) Hematocrin—Nutritional, Iron 
Deficiency 


() Iedolake—Sinusitis 
| Licuron—Bi-active antianemic 
() Menacyl—Salicylate therapy 


(CJ Vi-teens—High Potency Multi- 
vitamins 


() Contraceptives 

C0 Calmitol—Anti-puretic 

(0 Oravax—Oral Cold Vaccine 

0 Nitranitol— 

(0 Vonedrine—Nasal Vasoconstrictor 
(0 Honey-B—B Complex Syrup 

0) Allantomide—Sulfa Ointment 


0 Libejex—Parenteral Liver with B 
complex 


010 Numotizine—Decongestive anal- 
gesic 


0 Ertron—High Vitamin D for 
Arthritis 


(0 Peacock’s Bromides—Sedative 
6 Sanmetto— 
(0 Hyperol—Menstrual Regulator 


( Gray’s Compound Syrup—Bitter 
Syrup 


6 Pan-Enzyme-B 

(0 Heptuna—Multi-vitamin caps. 

0 Darthronol—Arthritis 

© Portable Short Wave Machine 
(0 Sex Endocrinology—Booklet 

(0 Progynon—Menopause 

(C0 Foot Disorders 

(0 Ergoapiol—Menstrual Disorders 
(0 Fergon—Iron Therapy 

—1) Mucilose—Laxative 


0) Parenamine—Parental Amino 
Acids 


(0 Thyrobrom-Bromated Thyroid 
Tabs. 


(0 Sodascorbate 

(J Copperin—Copper.-activated Iron 
(.) Amphogel—Peptic ulcer therapy 
0 Kaomagma— 

0 Gastro Intestinal Record Forms— 
(0 Sulfathiazole lozenges 

(J Chloresium—Chlorophyll Therapy 
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Vii, USE THIS PAGE oe 


Check the literature you 
desire, tear off and mail 
to CurnicaL Mepictne, Wau- 
kegan, Illinois. 


Please 
Check 


(0 Physician (M.D.) [ Intern 0 Nurse 
0 Physician (D.O.) [J Student [j Reg. Pharm. 
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